TRANSACTIONS OF THE TWELFTH 
ANNUAL MEETING OF THE 


Western 
Surgical and Gynecological 
Association 


HELD AT ST. JOSEPH, MISSOURI, 
DECEMBER 19 AND 20, 1902 


CHICAGO: 


AMERICAN MEDICAL ASSOCIATION PRESS 
1903 


‘ 
« q 
. 
4 
° 
{ 
‘ 
. 
i 
; 
«“ 
a 
a 
‘ 
q 


| 
4 
j 
4 
‘ 
- 
as 
f 
wry’ 
~ 
‘ 
j 
A. 
= 
“ay } 
‘ 
4 
| 
4 
~ 
a 4 
q j 
| 


OFFICERS FOR 


Hucu FERGUSON, Chicago. 
First Vice-President—C. H. Watuacsz, St. Joseph, Mo. 
Second Vice-President—C. W. Oviatt, Oshkosh, Wis. 


Secretary-Treasurer—Gro. H. Simmons, 103 Dearborn 
Ave., Chicago, Ill. 


EXECUTIVE COUNCIL. 


J. E. Moors, Chairman, Minneapolis, Minn. 
A. F. Jonas, Omaha, Neb. 

O. Brverty CAMPBELL, St. Joseph, Mo. 
H. Mayo, Rochester, Minn. 
_J. R. Hottowsusu, Rock Island, Ill. 


Wy 
. 
a 
bs, 
«4 
+ 
# 
4 
+ 
% 
} 
he 
4 
i 
i 
4 
* 
4 
é 
4 
Ki 
a 
| 
i 
4 
‘ 


EX-PRESIDENTS AND MEETING PLACES. 


PRESIDENT. | PLACE. YEAR. 
S. Lopeka ...........1891 
Mito B. Warp (deceased) . . Kansas City.......1892 
B. Warp (deceased)..Des Moines........1893 
LEWIs SCHOOLER...........Omaha ...........1894 
J. E. SUMMERS, JR.......... Kansas City.......1895 - 

JOSEPH EASTMAN...........Denver .........--189% 
FAIRCHILD. ........-. Omaha ...........1898 
H.C. Moines........1899. 
O. BEVERLY .....Minneapolis .......1900 
Jas. E. Moorz.............St. Joseph, Mo.....1902 . 


~The Western Surgical and Gynecological Association 
does not hold itself responsible for, or necessarily en- 
dorse, any of the papers printed herein. 


H. Simons, 
Secretary-Treasurer. 


ay 
! 
7% 
at 
‘ 
* 
4 
‘ 
3 
> ‘ 
a id 
= 
¢ 
nee 
& 
‘ 
eo 
tg 
4 
$ 
‘ 
| 
4 
A 
q 
i 
‘Va 
i 
e 
q 
4 
> 
= ‘ 
i 
J 


CONTENTS 


PAGE. 
‘OFFICERS FOR 1903.......... 


_EX-PRESIDENTS AND PLACES OF MEETING................. 4 
TRANSACTIONS 9 
PAPERS AND DISCUSSIONS: 
-President’s Address—The Trend of Modern Surgery. 
James EH. Moore, Minneapolis, Minn............... 15 


Evolution i in Treatment of Cancer of the Rectum. CH. ’ 
Mayo, Rochester, Minn.................... 


Carcinoma Uteri. H.C. Crowell, Kansas. City, Mo.. 
Discussion on Papers of Drs. Mayo and Crowell....... 35 


Report of a Case of Disarticulation of the Hip for 
Sarcoma of the Femur, with Remarks on the Diag- 
nosis and Prognosis in Sarcoma of the Femur. A. E. 


Oblique Inguinal Hernia. et E. Benjamin, Minneapolis. 54 

Rupture of Gall Bladder or Duct from Vomiting; with 
Rupture of Appendix in Same Patient; T'wo Cases 
of Appendicitis; Acute Yellow Atrophy of the |. 

Chronic Pancreatitis and Pancreatis Cyst. Byron B. 

Gunshot Wounds of the Stomach, with Report of Case. 

“Fowler’s Position” in Abdominal Sureery. Baten. 

Knott, Sioux City, Iowa..............e.seeeeeeeee 100 


Old Irreducible Dislocations of the Shoulder Joint. <A. F. 
Jonas, Omaha, Neb. 


4 


Discussion......... 


. 
s 
. 
‘ 
> 
® a 
° 
° 
we 
‘ 
oe 
q 
x 
@ 
4 
. 


re 


CONTENTS. 


PAPeRs AND Discussions—Concluded. PAGE. 


A Case of End-to-End Anastomosis of the Popliteal 


Artery for Gunshot Injury. Alexander Hugh Fer- 


The Inefficiency to Restore Pelvic Support of Immediate 
Suture of Lacerations Sustained During Labor. 


William E. Ground, Superior, Wis................. 
Lung Surgery—Historical and Experimental. (Ab- 


The Pathology that ihenadiah After the Non- Surgical 
Treatment of Peritonitis. H. Niles, Salt Lake 


Surgical Treatment of Tubercular Peritonitis. iho 
Inj jury to Nerves Following Fracture. A L. Wright, 


The Treatment of Nevi. John Prentiss Lord, Cmapaes 


Report of Two Cases of Acute Intestinal Obetrostion. | 
Following Contusion of the Abdominal Walls. J. E. 
Summers, Jr., Omaha, Neb. ................ aaa 208 


Prompt Operation in the esineing of the Attack Will 
Save Nearly All Cases of Appendicitis. A. C. 


Question in* Abdominal Surgery. J. N. ‘Warren, Sioux. 


Hyperplasia of the Uterus, C.G. Geiger, St. Joseph, Mo. 236 
245 


i 
; 
4 
! 
? 
tgs 
| 
« 
— 
+, 
£ 
} 
* 
» 
i 
* 
4 
— 
‘af 
i 
i 
4 
“4 
roe 
@ 
; 
@ 
i 
j 
a ‘ 
#2 
if 
af 7 - 
i 
iv? ‘ 
A 


TRANSACTIONS 


_ WESTERN SURGICAL AND GYNECOLOGICAL 
ASSOCIATION. 


DEcEMBER 29TH—First Day—Mornine SESSION. 


The Association met in the Commercial Club rooms and was. ? 
called to order by the President, Dr. J ames E, Moore of Min- , 


neapolis, Minn., at 9:30 a. m. 


An address of welcome was delivered on behalf of. the oy 


medical profession by Dr. Jacob Geiger, which was responded 
to by President Moore. 


Dr. C. H, Mayo, of Rochester, Minn., tai a paper entitled 


“Evolution of the Treatment of Rectal Cancer.” 


Dr. H. C. Crowell, of Kansas City, Mo., followed with a 
' paper on “Carcinoma Uteri.” 


These papers were discussed by. Drs. Harris, Byford, Niles, 
Bernays, Fairchild, and the discussion closed by the essayists. 


Dr. A. E, Halstead, of Chicago, read a paper entitled “Dis- 
articulation of the Hip for Sarcoma of the Femur,” which 


was discussed by Drs. Davis, Lord, J pean. and the discus- 
sion closed by the essayist. 


' 


Dr. A. E. Benjamin, of Minneapolis, Minn. contributed a 


paper on “Inguinal Hernia,” which was discussed by Drs. 
Fairchild, Andrews, Wallace, Hamilton, Warren, Harris, 
Bernays, Schooler, Lord, and the discussion closed He the 
essayist. 


On motion. of Dr. C. H. Wallace, Dr. W. W. Mayo, of Roch- 
ester, Minn., was elected an honorary member of the Asso- 
-¢giation. Dr. Wallace, as Chairman of the Local Committee 
of Arrangements, announced that. a banquet would be given 
to the Association this evening. 


Dr. Jonas, Chairman of the Executive Council, reported on 
behalf of the following applications for membership, stating 
that the Executive Council had acted favorably upon them 
and recommended them for membership : 
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10 _ EXECUTIVE SESSION. | 


Walter B. Dorsett, ) St. Louis, Mo. 


C. B. Geiger, St. Joseph, Mo. 

G. C. Purdue, Wichita, Kan. 
A. E. Benjamin, Minneapolis, Minn. 
EK. M. Sala, Rock Island, 

T. E. Potter, St. Joseph, Mo. 

J. R. Minahan, Green Bay, Wis. 
H. A, Sifton, ‘Milwaukee, Wis. 
Emerson M. Sutton, Peoria, Ill. 
Charles E. Bowers, . Wichita, Kan. 


On motion of Dr. B. B. Davis, the applicants ‘whose names 


_ were read were duly elected members. 


On motion, the Association adjourned until 1:30 p. m. 


FIRST DayY—AFTEBNOON SESSION. 
The ‘Association re-assembled at 1: 50 p. m. and was called 


to order by the President. 


Dr. W. W. Grant, of Denver, read a paper entitled “Report 
of Cases: (a) Rupture of the Gall Bladder from Vomiting; 
(b) Perforation of the Appendix ; (c) Acute Yellow Atrophy 


of the Liver.” 


This paper was discussed by Drs. Schooler, Halstead, and | 


the discussion closed by the essayist. 


Dr. B. B. Davis, of Omaha, Neb., read a paper entitled 


- “Chronic Pancreatitis and Pancreatic Cyst,” which was dis- 


cussed by Drs. Harris, eaaene, and the discussion was closed 
by the essayist. 

Dr. J. W. Andrews, of Mankato, Minn., read a paper entitled | 
“Gunshot Wounds of the Stomach, with Report ofa Case.” 
Discussed by Drs. Grant, Bullard, Harris, and, in closing, 
by the essayist. 
Dr, Van Buren Knott, of Sioux City, Iowa, read a paper on 
“The Value of the Fowler Position in Abdominal Surgery.” 

Discussed by Drs. Bernays, Grant, Ricketts, Lord, Jepson, 
Davis, Benjamin, Potter, Crowell, and the discussion closed by. 


the essayist. 


Dr. A. F. J onas, of Omaha, Neb.. read a paper entitled “Old 
Irreducible Dislocations of the Shoulder Joint,” which was 
discussed by Drs. Fairchild, Ferguson, Mayo, Harris, Benjamin, 


_ Bernays, and, in closing, by the essayist. 


Dr. A. H. Ferguson, of Chicago, read a paper entitled ad 
Case of End-to-End Anastomosis of the Popliteal Artery for 
Gunshot Injury.” 


Discussed by Drs. Ricketts, Hamilton, Tichenor, Andrews, 


- Bernays, and, in closing, by the essayist. 


Dr. Wm. E. Ground, of West Superior, Wis., read a paper 
on “The Natural and Logical Treatment of Injuries o the 
Pelvic Floor Occurring During Parturition.” ee 
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EXECUTIVE SESSION. 11 


Discussed by Drs, Byford, Dorsett, Tichenor, Warren, An- 


drews, and the discussion closed by the essayist. 


Dr. B. Merrill Ricketts, of Cincinnati, Ohio, followed with 
a paper entitled “Lung Surgery,” which was illustrated by 
lantern slides. 


The paper was discussed by Drs. Ferguson, Andrews, and the 
discussion closed by the essayist. 


On motion, the Association then adjourned until 9:30 o’clock, 
Tuesday. 


No evening session was held, as announced in the’ official — 
_ program. The President, therefore, delivered his address at 


the banquet. He selected for his subject, “The Trend of — 
ern Surgery.” 


DEcEMBER 30TH—SECOND SESSION. 


_ The Association met at 9:30 a. m., and was called to order 
by the President. 

_ Dr, H. D, Niles, of Salt Lake City, Utah, read @ paper en- 
titled “The Pathology That Remains After the Surgical Treat- 
-ment of Peritonitis.” 

_ Before proceeding with the discussion on Dr. Niles’ paper, 
the Secretary read telegrams from Drs. L. L. McArthur, Daniel 


_ N. Eisendrath, Leonard Freeman, and J. B. Murphy, r regretting 


their inability to attend the meeting. 


The paper of Dr. Niles was then discussed by Drs. Md 


_ Bernays, and, in closing, by the essayist. 


Dr. D. 8, Fairchild, of Clinton, Iowa, read a paper on “The | 


Surgical Treatment of Tubercular Peritonitis,” which was 
discussed by Drs. Grant, Byford, Davis, Oviatt, Mayo, Harris, 
Schooler, Moore, and, in closing, by the essayist. 


Dr. W. W. Grant, of Denver, invited the Association to hold 


its next annual meeting in the city of Denver, Colo. In ex- 


tending this invitation, he stated that he was representing 
‘Officially the Colorado State Medical Society and the Arapahoe 
County Medical Society. _ 


Dr. H. D. Niles also invited the Association to hold its sock 


annual meeting in Salt Lake City. 


Dr. C. H. Mayo, of Rochester, Minn., offered the following 
_ resolution, to be incorporated in ee By-Laws of tae Associ- 
ation: 

Resolved, That hereafter no sialon or public onesies be 
permitted during the sessions of this Association, and any 


member violating this rule shall stand suspended for the term 


of one year. (To lie over for one year.) 


Dr. M. L. Harrie, of Chicago, offered the following resolu- 


tion: 

Resolved, That no person shall be a member of this Asso- 
ciation who is not a member in good standing of the State 
Medical ve of the state in which he resides. 
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12 EXECUTIVE SESSION. 


Dr. Harris moved that this resolution be the sense of the 
meeting, and that it be referred to the Executive Committee, 
with instructions to take such action as is necessary to incor- 
porate it in the By-Laws. 

After discussion on the resolution, participated in by Drs. 
Schooler and Byford, the President stated that it was really 
an amendment to the By-Laws, and therefore it would have 
_ to lie over and come up next year for action. 

Dr. M. L. Harris presented the following preambles and — 
_ resolutions, which were unanimously adopted: 

Wuereas, Dr, Joseph Eastman was one of the pioneer mem- 
bers of this Association, and worked earnestly and diligently | 

: in its behalf; and 
Wuereas, He was greatly beloved and by all who 
knew him for his noble character, his high ideals of life, and 
_ his great professional attainments; therefore, be it 

Resolved, That the members of this Association deeply regret . 
his death, and we rise and bow our heads in silence as an ex- 
pression of our great ee and honor of his memory ; ; and, 
be it 
- Resolved, That the Secretary send a copy of these resolutions :. 
to his surviving family, and to the I ndianapolis Medical J our- 
nal for publication. 

Dr. A. L. Wright, of Carroll, Towa, read a paper on “Injuries = 

of Nerves Complicating Fractures,” which was discussed by 
_ Drs. Ricketts, Knott, Potter, Fairchild, = and the dis- 
cussion closed by the essayist. 4 

Dr. John P. Lord, of Omaha, Neb., read a | paper entitled 
“Treatment of Nevi.” | : 

Dr. M. L. Harris, of Chicago, read a paper on “Hyper- 
nephroma,” which was discussed by Drs. Oviatt, ‘Knott, Ber- 
nays, and the discussion closed by the essayist. 


The Secretary a the following report of the Execu- 
tive Council. | 
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REPORT OF EXECUTIVE COUNCIL. 


- The Executive Council, after going through the formal busi- 
ness, recommends that the Transactions of the Association 
hereafter be published by it in book-form, in uniformity each 
year; that beginning with the year 1902, and hereafter, the 
Association shall appropriate annually $75.00 for the use of 
the Local Committee of Arrangements, to be expended as this 
Committee sees fit, in entertaining the Asso¢iation. 
- The following amendments to the Constitution are intro- 
duced, to be acted on next year: 
1. That applicants for membership must have been in active 
' practice for at least five years, and at the time of their appli- 
cation must be devoting themselves particularly to surgery 
and gynecology. 
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EXECUTIVE SESSION. 13 


2. That the limit of membership in this Association shall oom 


be 125; that applications for membership shall be in the hands 
of the Secretary two weeks before the date of meeting, and the 
Secretary shall send the names of the applicants to each mem- 
ber of the Executive after their receipt 
by him. 7 
The following officers are recommended for the ensuing year; 
President, Dr. Alexander Hugh Ferguson, Chicago, IIl.; First 
Vice-President, Dr. C. H. Wallace, St. Joseph, Mo.; Second 
Vice-President, Dr. C. W. Oviatt, Oshkosh, Wis.; Secretary 
and Treasurer, Dr. George H. Simmons, Chicago, IL; Members 
of the Executive Council, Dr, J. E. Moore, Minneapolis, Minn., 
- Chairman; Dr. A, F. Jonas, Omaha, Neb.; Dr. O. Beverly 
Campbell, St. Joseph, Mo.; Dr. C. H. Mayo, ‘Bochenter, Minn., 
and Dr. J. R. Hollowbush, Rock Island, Ill. 
| Place of meeting, Denver, Colo.; time, December 28 and 29, 
1903, Monday and Tuesday, after Christmas. 
On motion, the report was adopted, as read. 


On motion, the Association then adjourned until 2 P. m. 


SECOND Day—AFTERNOON Szs SION. 


' The Association re-assembled at 2 es m., and was called to 
order by the President. 

Dr. J. E. Summers, Jr., of Omaha, Neb., read a paper en- 
titled “Two Cases of Acute Intestinal Obstruction Following | 
-Contusion of the Abdominal Wall,” which was: discussed by 

Drs. Halstead, Schooler, and, in closing, by the essayist. 


Dr. Henry T. Byford, of Chicago, read a paper entitled 
“Another Modification of the Intraperitoneal Methods of Short- 
ening the Round Ligaments.” 


Discussed by Drs. Campbell, Dorsett, Crowell, Tichenor, Lord, 
| Benjamin, and the discussion closed by Dr. Byford. 


| Dr. William Jepson, of Sioux City, Iowa, read a paper on > 
“Dermoid Cysts of the Intestinal Tract, with Report of a 
Case.” 
A. ©. Berziays, of St. Mo., read a paper entitled | 
_ “Operations for Appendicitis During the Acute and the Chronic © 
Stages, Compared and Analyzed from a —_—— and 
Practical Standpoint.” 
Discussed by Drs. Ferguson, Grant, Crowell, Niles, Mayo, 
Jepson, and the discussion closed by the essayist. ; 
Dr. J. N. Warren, of Sioux City, Iowa, read a paper entitled 
“Some Questions in Abdominal Surgery.” 
Dr. C. G. Geiger, of St. Joseph, Mo., read a paper entitled 
“Hyperplasia and Hypertrophy of the Uterus. . 
Dr. B. B. Davis, of Omaha, Neb., moved that the prenne of 
the Association be extended to ‘the profession of St. J oseph 


for the splendid entertainment, characterized by true Southern 
mospivelity. 
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THE TREND OF MODERN SURGERY. 


JAMES E. MOORE, M.D. 
‘MINNEAPOLIS. 


Fellows of the Western Surgical and Gynecological 
_ Association: After twenty years’ residence in the great 
state of Minnesota I feel that I am a thorough Westerner, 
and as such I take pride in everything that is Western, 
and special pride in this Association, being made up as 
it is of representative surgeons from so many different 
Western cities and states. Having expressed my pride 
in being a member of this Association it is needless for 
me to state how honored I am that you should have 
chosen me for your president. I can only show you how 
I appreciate it by putting forth my best efforts for the 
welfare of the society, which | promise you faithfully 
to do. 
Westerners as a class have the reputation of thinking — 
well of themselves and of being rather boastful of their 
achievements. It is very evident that others would not 
think well of us if we did not think well of ourselves, 
and it is now conceded by those whose good opinion we 
prize most highly that western surgeons have accom- 
plished much of which they may be proud and even a 
little boastful. Most of those present have been obliged — 
to do surgery under a serious handicap. We have had © 
no marble walled operating rooms and no rich endow- 
ments. We have been obliged to build our hospitals as — 
we went along and our endowments are yet to come. In 
short, we have had opportunities only as we have made 


them. It is this ability to overcome obstacles and to 
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16 THE TREND OF MODERN SURGERY. 


make opportunities that characterizes the western man. 
Western surgeons are proud of the fact that, notwith-' 
standing the many disadvantages they have labored 
under, they are not now accused of making up the rear 
guard i in the surgical procession. 


At the organization of the American Surgical Associa- 
tion in 1882 one of the leading surgeons of the day said, | 
“In my opinion surgery has nearly reached its limits. I 
do not see how it can advance much beyond its present 
height of perfection,” yet in twenty years that haveelapsed 


since that statement was made surgery has made more 


advancement than in all time before. The profession has — 
been swept by such a wave of optimism, aggressiveness 


and surgical furor that it behooves us to scan closely our 


present trend. What is there in the present tendencies 
of surgery that makes for good and what for ill? That 
the general trend is toward better things all will agree, 
but that there are some dangerous tendencies all must 
admit. It is well for us occasionally to see ourselves as 


others see us. To this end I wish to quote briefly from — 
an editorial which appeared in the M inneapolis Daily 
io Tribune on the occasion of Dr. Lorenz’ 8 too much adver- 
tised visit to Chicago 


\ 


Reaction from the ele brilliant operations in blood- 
less surgery which the Austrian, Dr. Lorenz, is conducting in 
Chicago and elsewhere, call attention to a distinct reaction 


_ from lavish use of the surgeon’s knife which is appearing in 


the higher levels of the profession. It is time for a counter 
revolution in this direction. Tremendous impetus has been 


given to the use of the knife in surgery by the two discoveries. 


of anesthesia and antisepsis. Surgeons began to carve more 
freely when they found a way to do it without causing torture 
to their victim. But their power to explore the human interior 
was limited by the perverse habit of dying after the operation. 
In many cases this was due to the secondary cause of blood 
poisoning, which was largely removed by the later discoveries 
of antiseptic surgery. Then came a perfect riot of cutting and 
slashing, attended undoubtedly with great benefit to the human 
race. It would not become laymen to say that this has gone 
too far, because intelli gent surgery always weighs carefully 
the chances of death and recovery, with or without an opera- 
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MOORE. 17 


tion. If it was a great gain for humanity to learn how to 
use the knife with less danger to the patient, it will be a greater 
gain to learn how to dispense with the knife in many cases. 
While we can not endorse this editorial, there is some 
truth in it. Our only defense is that while we do go to | 
extremes at times there is no greater tendency in that 
direction among surgeons than among any other class of 
men. Even newspaper men by trying cases “out of 
court” succeed in hanging some innocent men and as- 
sisting some guilty men to escape. Surgeons are ac- 
cused of being over aggressive, but the aggressor is far 
less dangerous than the obstructionist, and he has the 
saving grace of learning something while the obstruc- 
tionist never learns. Even extremists have their uses. 
We do not look to extremists for the best in anything, 
yet if it were not for them we could not know our limita- _ 
tions. The editor just quoted, like many medical men, 
has a wrong conception of conservatism. He seems to 
think that conservatism consists in not using the knife, 
when we all know that the knife in judicious hands is 
the greatest conservative agent at our command. True 
conservatism consists in doing that which will the most 
surely prolong human life and prevent suffering. Sur- 
_ geons are more truly conservative now than ever before 
because they save more lives and prevent more suffering 
than their predecessors ever did. Surgeons should not be 
held responsible for the work of the would-be surgeons 
found in every community where surgery is being done. 
Their ranks are filled up with young men not yet out of 
their medical swaddling clothes,and with older men with- 
out experience and proper training who are seeking for a 
royal route to fame and fortune. Their work is at times 
appalling and none deplore it more than the surgeons. 
The time will come—and it can come none too soon for 
the welfare of suffering humanity and the honor of sur- 
gery—when the law will require of a man that he shall 
have had hospital experience and shall have shown spe- 
cial qualifications as a surgeon before he will be allowed 
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18 THE TREND OF MODERN SURGERY. 


to perform operations involving life and death. A di- 
ploma from the best of medical colleges is no criterion, 


for not all physicians, not even all good physicians, can — 


become surgeons. 

Medical colleges are trying to turn out better edu- 
cated medical men by raising their standard of entrance 
and lengthening their college term. There is no ques- 
tion but that the tendency is toward better education, 


but there is great room for improvement yet. The 


lengthening of the college term from two to four years 
unfortunately does not mean that the student spends 
twice'as much time in studying the diagnosis and treat- 


ment of disease. So much of his time is taken up by 
laboratory work that he has very little more time to 


study medicine than he had when the course extended 
over but two years. We must not forget that we are 
trying to make doctors out of these young men and not 


embryologists and bacteriologists. We can not all be 


bacteriologists any more than we can all be surgeons. 


Much of our laboratory teaching at the present time is 


theoretical and of very little practical value. There is 


‘no crying need of half-baked medical men; why not 
extend the course to six years and limit the laboratory 


work to the first two? We certainly should do this or 


make the laboratory course a requirement for entrance 


to the medical course, leaving a full four years for the ; 


study of medicine. Our institutions have been spend- 
ing so much money building and equipping laboratories 


that they have little or none left for hospitals and 
clinics. 


We make this criticism of medical pen in order 


that we may more consistently criticise the teaching of 


surgery. Our didactic teaching has improved and is still 
improving very materially. The didactic lecture, given 
alike to freshmen and seniors, is fortunately a thing of 
the past. It has given place to graded instruction and 
recitation. Our clinical teaching of surgery, however, is — 
very faulty. The average surgical clinic has been very 
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aptly likened to a continuous vaudeville performance. 
There is too much of major and too little of minor 
surgery. It is of infinitely greater value to a student to 
see a finger amputated or a fracture treated than it is 
for him to see an abdominal operation. The students 
see so much major surgery and so many brilliant re- 
sults that they naturally think it is easy and that they 
can begin doing that kind of surgery as soon as they 
get out of college. This is certainly a bad tendency, 
but one that is easier to find fault with than to remedy. 
The remedy is for the medical colleges to furnish the 
clinician with abundance of material and with the 
same facilities for graded instruction that are furnished . 
to the laboratory teachers, and to so compensate him fi- 
nancially that his only hope of reward is not through the 
advertisement he may get from his clinic. Eminent 
jurists and theologians are not obliged to charge their 
time spent in teaching to the advertising account. They | 
have too much good sense to allow themselves to be 
placed in’ any such position. The position of the 
_ average clinical teacher is all wrong, and the humiliat- 
ing part of it is that it is all his own fault. We as 
surgeons can fully appreciate the value of laboratory 
work, but as teachers we should insist that it shall sup- 
plement and not supplant the teaching of medicine and 
‘surgery. One of the great advances surgeons have made 
is the supplementing of clinical dia me with labora- 
tory diagnosis, 
The tendency now is to give the patient a more thor- 
ough and careful examination than we formerly did, | 
making use of many scientific mechanical] devices to aid 
us. Each year some new devices are added to our 
armamentarium and old ones are being improved on. 
At the present time no one who is imbued with the 
prevalent professional spirit thinks of listening to a 
patient’s tale of woe and then writing a shotgun pre- 
scription. On the contrary, a careful and systematic 
physical examination is made and the patient gets fewer 
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THE TREND OF MODERN SURGERY. 


drugs than. ever before. This method of examination is 
the outcome of specialism. — 


ia | The one thing that has had more to do with the ad- 

ie vancement of medicine and surgery than any other is 

Nt specialism. It stands to reason that one who devotes 
his whole time to one branch of the profession can do 
better work than he otherwise could. A specialist who 
has not graduated only yesterday, but who has de- 
veloped from a general practitioner is certainly in a 
position to do better for the community and for himself 
than if he were to try to cover all branches throughout 
his professional career. One of the bad tendencies of 

_ the day is for young men to go directly from college into 

- special work before they know to what line of work they 
are best adapted and before their knowledge is broad 
enough for good general work and while it is utterly in- 
adequate for special work. When so many new things 
were added to medicine specialism became a necessity, 
and it in turn has developed the science of medicine to a 
degree that could not otherwise have been attained. As | 
soon as men began to devote their whole attention to some ~ 
one branch of the profession they became more expert 
Hy in old methods and discovered many new ones. Twenty- 
ie mist five years ago the oculist and aurist was practically the 

ein only specialist known. Then came the gynecologist, but 
a8 long as he confined himself to the local application 
of nitrate of silver, to glycerin and tannin tampons and 
pessaries, he made very little progress. Very soon, 

however, he began to do plastic surgery, which lead to 
pelvic surgery. From pelvic surgery he soon passed on 
up to the diaphragm and out through the abdominal 
wall to the breasts, when he began to lose his identity 

and to become a general surgeon. The consequence is 
that there are fewer gynecologists now than there were 
ten years ago. The gynecologist developed the science 
of abdominal surgery, for which we owe him an ever- 
lasting debt of gratitude. At the present time the bulk 
of most general surgeon’s work is abdominal surgery. 
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It is absurd to maintain that the surgeon who can do 
good work in the upper part of the abdomen can not do 
equally good work in the lower part, and vice versa. 
Fifteen years ago there were very few specialists in 
general surgery. There were none in the West, and, 
in fact, it was not believed possible for a man to get 
i enough. surgery to keep him busy. About this time, 
_ however, a few pioneers began to realize the great pos- 
sibilities of surgery as a specialty, and the consequence ~ 
is that to-day we have specialists in surgery in every 
city of consequence throughout the land, and the more 
surgeons there are the more surgery there is for them to — 
_ do. New fields have been entered each year and the end 
not yet. 
Hospitals are being established without number, and — 
~ it will be interesting to note the results. Many of them — 
being poorly equipped and poorly manned will doubt- _— 


- less close, but others will remain a blessing to their 


communities and to the profession. The good country — 
hospitals will be helpful to the metropolitan hospitals — 
because they will educate the country people to the 

hospital idea and teach them the possibilities of surgery. 
We will find that the more hospitals there are the more 
surgical cases there will be to fill them. The modern 
hospital, with its trained nurses, is .a very essential part 

of modern surgery, and the rule now quite generally 
adopted by surgeons that every patient requiring an op- 
eration must go to a hospital when it is possible, has 
- much to do with advancing surgery. The people in 
the cities have already learned that a hospital is not a 
charnal house, but a harbor of safety. We find very 
little difficulty now in persuading our patrons to go 
from the finest homes to the hospital. The country 
people already know something of this, and through the 
country hospitals will soon learn more. We of the 
larger cities need not fear the competition of the coun- 
try hospital, because much that will be done there 
would otherwise be undone. 
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A few years ago when our present technic was being 
developed many of the papers read were on that topic, 
but now we are so content with our methods that the 
technical paper is the exception. There is even a little 
tendency to criticise one who writes a paper on technic 
as though this subject were settled for all time, but 
this is wrong, for great as have been our improvements 


we have not yet attained to perfection. It has been 
suggested by a recent writer that a uniform standard 


of technic be established, but it is questionable whether 
this can ever be brought about, and if it could be done 
it is not desirable, for technic is the work of human 
hands and can never be perfect. An established stand- 


ard would imply perfection which would prevent prog- 
tess. The early history of antiseptic surgery was an 


illustration of our tendency to go to extremes. Our 


very elaborate technic at that time made us seem ridicu- 


lous in the eyes.of unbelievers and the laity. There 


is a very wholesome trend now toward simplicity in 


technic. The best surgeons aré those who have the least 


paraphernalia and = make the least fuss about an 


operation. 

 S$trong chemicals are , rapidly disappearing from our 
operating rooms and are giving way to soap, water, 
brush, boiled instruments and rubber gloves. The late 


Lawson Tait builded better than he knew, for when he 


thought he was denouncing antiseptic surgery he was 
really teaching us aseptic surgery. We have even 


learned that an operation can be conducted more sat- 


isfactorily and comfortably without flooding everything - 
with water. There should be but one rule in aseptic 
surgery, Viz., absolute surgical cleanliness, noongnt about 
in the simplest manner possible. 

The tendency in the West is to abandon all unab- 
sorbable buried sutures. One who becomes accustomed 
to catgut uses it more and more, until he finally uses 
it for everything but the intestines and the integment. | 
One accustomed to it finds no objection to it. 
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One of the most hopeful signs of the times is the 


great interest surgeons take in each other's work. A 
spirit of kindly criticism prevails that is helpful to us 
all. So much good surgery is being done everywhere 
that it is quite the proper thing now for surgeons to 
visit each other and make comparisons which are bound 
to prove beneficial. We have always traveled East for 


surgical light, but at the present time there is a very 


respectable and rapidly increasing return current to- 
ward the West. 


In conclusion: Let us continue to work so that it can 


not be said of us twenty years hence that we did good 


work for a few years and then folded our hands and said 
we have attained to such a height of perfection that 
farther advance is impossible. Let us continue to work, 
 gtill admitting that there is room for advancement, not 
being content with our laurels until we shall have at- 


tained the millennium when there will be no disease and 


suffering. 


Let us then be up and doing, 

_ With a heart for any fate; 

Still achieving, still pursuing, 
Learn to labor and to wait. — 
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Tk EVOLUTION IN THE TREATMENT OF CANCER 


— OF THE RECTUM. 


aii C. H. MAYO, M.D 
if 
| 
Sit : SURGEON TO ST. MARY’S HOSPITAL. 
Hit ROCHESTER, MINN. 
{ 


as 


ll Certain definite results are desired in operations on 
8) cancer of the rectum, namely, permanent cure, low op- 
erative mortality and a controllable anus, or its best sub- 
stitute. These results are modified by location, stage of 
‘progress and the age and condition of the patient. — 
- The gradual evolution which has led up to the treat- 
ment in vogue to-day makes an interesting study. Pre- 
ait vious to 1870, operative treatment on cancer of the rec- 
Fe si tum was but limited in extent, and only performed by 
«|e ss the great surgeons of that time; in fact, it was almost 
Hi limited to nothing, palliation, and lumbar colostomy. 
Yet the results of these methods compared most favor- 
| _ ably with radical operations. 
At present a diminishing number of patients present 
i themselves at such a late period that they fall within the 
limits of this type of surgery. Inguinal colostomy has 
replaced the lumbar. During the next ten years to 1880 
- there was a marked advance in all surgery. Instead of 
«Bee s,s there being but a few surgeons with initiative, a large 
number were making active scientific progress. New 
aint and often similar methods of procedure were devised by 
iii surgeons widely separated and each without knowledge 
a of the investigations of the others. This progressive 


spirit, which fortunately continues, resulted in many 
operations bearing the names of two and even three sur- 
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geons who had advanced the principles at about the same 
time. 

In rectal surgery there were developed the circular 
enucleation of Lisfranc, perineal excision, Deffenbach’s 
incision anterior and posterior to the anus, and the great | 
advance made by Kocher in 1874, when he excised the 
coccyx to gain access to the rectum. Many surgeons 

still contend that by this method sufficient space is se- 
cured to accomplish the removal of all cases which should 
be attacked from below. Verneuil also deserves credit sie 
for removal of the coccyx at this time. | 

The difficulties which were most marked during this 

_ period were sepsis, which could not be avoided, stric- 

' ture or incontinence from the loss of the anus, and re- 
currence, the most serious of all as well.as the most fre- 
quent. The recurrence most commonly seen was prob- 

ably from incomplete removal and at times undoubtedly — 
from direct inoculation of the wound by the cancer. The — 
- direct inoculation of wounds by both cancer and sar-— 
-eoma cells is a condition well understood to-day, and 
many operators to a certain extent avoid this complica-— 
tion by excising the anal and low-lying cancers of the 
rectum with a Paquelin cautery; others, when the can- 
cer unavoidably contaminates the wound, apply carbolic 4g 
acid, followed by alcohol, to prevent germination and Oa 
absorption. Surgically considered, this was an epoch 
During the years from 1880 to 1890, was ene a 
the germ theory which revolutionized surgery and medi- as : 
cine. This period was one of antisepsis and drainage. ze 4 
Operations in all lines of surgery became more radical. . q 
The perineal methods were made more complete. Rehn, — 
a German, and Campenon, a Frenchman, at about the J 
same time brought out the vaginal route for certain | 
cases of rectal cancer, a method which has been so highly 
developed and popularized by Dr. J. B. Murphy. Stein- 
thal removed invaginating cancers by means of an elastic 
ligature. In 1883 Volkman opened the sacral canal in 
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26 CANCER OF THE RECTUM. 


an operation for sarcoma. Kraske, at that time his as- 


sistant, noticing that no harm resulted, was led to de- 
velop his sacral excision method of operation. Now 


all varieties of sacral exposure bear his name, although 


variously modified by Bardenheuer and others in being 


- more extensive, by Heinecke, Roux and Rehn and others 


in preserving the bone by a temporary resection, and by 


_ Guckerkand] i in making a parasacral incision. 


The difficulties which arose were from shock, which 


usually meant loss of blood; from peritonitis, as two- 


thirds of the Kraske operations necessitated opening the 
peritoneum; and from the attempt to perform radical 


operations on inoperable cases, as the damage to the bone, 


loss of blood and open peritoneum were necessary by this 


- method, before the operator knew fully the extent of the 
disease. The anus had usually been sacrificed ; now, where | 
possible, attempts were made to preserve this outlet. 

- Various methods of uniting the distal and proximal 
_ bowel were devised. Suture methods frequently failed, 


or partially failed, leaving permanent fistule, as did 


all methods much too often, were they plastics, Murphy’s _ 
button or invagination. The Hochenegg method of in- 


vagination by passing the proximal end through the anus 


and suturing to the skin, was later modified by removal — 


of the mucous membrane of the anus. One of the best 


methods was to draw the proximal bowel through the 
- anus, which was inverted, and make a circular suture 
union, which is replaced within the sphincter. Lange 


made a half circular incision anterior to the anus, ad- 
mitting of its being depressed two inches to reach the 


proximal end. With the anus saved, it was often found 


that the extensive mutilation had permanently injured 
its nerve supply, and when saved intact, that it required 
the levator ani and internal sphincter to render it func- 
tionally perfect in preventing the sudden escape of gas 
and thin feces. 
Gerster states that practically all of these methods of 
union result in primary or secondary stricture, which 
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is from the character of the surrounding tissue. Most 


frequently it was found that so much bowel had been re- 
moved that a sacral anus was necessary. When an arti- 
ficial anus is determined on, Witzel, Wilms and Rydy- 
gier recommended the division of the glutinus maximus, 
-made at one side of the sacral incision and the suture 
of the bowel end to a skin incision, thus gaining mus- 
cular compression. Gersuny rotated or twisted the bowel 
sufficiently to close its lumen and sutured. Still, in 
epite of all methods, only approximately: 15 per cent. 


of these patients secure anything like a controllable anus. 


The incontinence which ensues is not comparable to 
those cases of torn or paralyzed sphincter or sacral fis- 
tula, as such cases still have the seventeen-inch loop of 
sigmoid in the pelvis—whose value as a fecal container 
was pointed out by Wyeth—with the natural constriction 
at the top of the rectum to control the fecal current. 


Yet such cases presenting themselves for relief are often 
considered as bettered by an inguinal colostomy. The — 


local recurrence, which is so frequent, often causes such 
a degree of obstruction as to require a later colostomy, 


a which we met in cases. The direst 


channel of the colon from the splenic flexure to the out- 
let leaves no space for a fecal container and renders 
closure a question of hydrostatics in these operations. 


The last decade has seen an advance in methods de- 
rived from an analysis of the mortality and failures in 
the past, and the gain has resulted in the present thor- 


oughness of surgery, and asepsis for antisepsis. The 
block removal of the rectum and glands where possi- 


ble from below and in high location of the cancer, the 


- combined abdominal and perineal method of removing 
rectum, glands and all malignant tissue en masse, is the 
new surgery for cancer of this region. This method is 
merely the application of principles of the general sur- 
very of cancer, regardless of location, as exemplified by 
Halsted’s operation for the removal of cancer of the 
breast. It is probable that the removal of cancer of the 
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28 CANCER OF THE RECTUM. 


rectum in the past compares: well with the removal of 
cancer of the breast before the radical operations were 


il made on the lymphatic system, with the exception of the 
i former being in a more septic region. The combined 
il abdominal and perineal method is now advocated for 
i high rectal carcinoma by the pioneers in rectal surgery, 
il Kocher, Kraske, Gaudier, Quenu, Trendelenberg, Abbe, 
il Weir and numerous others. : 
Wit Cancer in the young is much more serious than in the 
Hi old, both as to rapidity of growth and early involvement 
| of the glands, although it is frequent that the glands 
i are only involved late in the disease. The average life — 
ii with cancer of the rectum is given as from one to two 
i years; this may be true in the young, but in the old, if. 
iW we approximate the commencement, it must often ex- 
it | ceed double this length of time. _ 
Allingham considers the removal of cancer, in, pa- 
ot ss tients under 45 years of age, as unfavorable; between 
aie ss 45 and. 60 years, as more favorable, and over 60 years, 
ehite Lae still more hopeful. Statistics change from year to year 
with the ability of the operator, whose judgment in- 
i ii de _-————- @reases from his mistakes and failures, and whose ability 
ain ! to select a justifiable operation for rectal cancer, accord- 
at ing to the extent, location, fixation, glandular involve- 
ta ment, cachexia and age, or invasion of neighboring or- 
‘ee __gans, such as vagina, uterus, prostate or bladder, becomes 
more and more reliable. Therefore, statistics mean more 
ie to the surgeon who makes them than to any one else. 
 Kraske’s mortality in the first ten cases was 40 per cent. ; 
1 il ea _ this he has now reduced to less than 10 per cent. The 
“Shae average mortality i is still somewhere between 15 and 18 
Bue _ per cent. Hochenegg, in 121 sacral operations, had 5 
Bie per cent. mortality and 25 per cent. cures. 
Kroenlein (Zurich) answers three questions: mor- 


ve tality of operation, recurrence, and functional disability ; 

881 cases show that the sovereign method is extirpation, 

80 per cent. survive, 14 per cent. are lasting. | 
The functional result is best when possible to preserve 
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the anus and sphincter. In the discussion Kraske ex- 


pressed satisfaction in his 120 cases of sacral method, 
but thinks the combined abdominal sacral method more 
radical. Gaudier of Lille begins with a laparotomy, and 
_ by section of the bowel at the iliac fossa makes an in- 
- guinal anus. The peritoneum is cut from the sides of 
the rectum and below and the rectum forced down by 


blunt dissection as far as possible, the peritoneum closed — 
and the operation completed from the perineum. Gau- 


dier claims the method is of aid in: first, complete ex- 
tirpation of the cancer; second, removal of lymphatics ; 
third, the possibility of complete asepsis ; fourth, no bony 
mutilation ; fifth, the artificial anus is more supportable 
and more easily supervised than in the sacral region. 


Quenu separates the cancer by sacral operation first, 


then, if necessary, makes an abdominal incision and in- 
guinal colostomy. Chalat of Toulouse practically 


= Gaudier’s operations. - 
In our own work we were compelled some two years 


“ago, by the necessities of two cases, to operate from the 
abdomen in one and from the abdomen and perineum 
in the other. During the past year we have operated on — 


four cases in which the combined operation was planned 
previously. The operation, as described by Gaudier, we 
modified in regard to the colostomy. Through a median 
opening the sigmoid is double clamped and cut at a 


point as low as possible, yet well above the cancer, then 
invert the mucous membrane and close both ends with a 


_purse-string suture. This renders the remainder of the 


operation aseptic. The superior hemorrhoidal artery is 


ligated and the proximal sigmoid segment is loosened 


and brought through a McBurney gridiron incision in — 


the iliac fossa. This incision is peculiar in the skin 
incision, being at a distance of one and one-half inches 
to one side of the muscle separation. The end of the 
bowel is brought out and sutured to the skin incision ; 
also a few sutures unite the bowel to the peritoneum at 
the point of exit. This preserves the loop of sigmoid as 
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a fecal container. Prolapse is prevented by sutures from. 


within, the muscle separation and sigmoid curve of out- 


let with skin covering for compression give a fairly con- 


trollable anus at a position where the patient is enabled. 


to give it proper attention. If the median incision dis- 


closes an inoperable condition, that is, inoperable from 
a curative standpoint, from metastasis in glands or 
neighboring organ involvement, an inguinal colostomy 
is made and the median wound closed. _ 
Colostomy, as usually performed, has been by the lift- 
ing of a loop of sigmoid through an abdominal iliac 
incision. The loop is supported by one of the various 


methods and the bowel is sutured to the peritoneum and 
skin, forming a true funnel-shaped hernial opening in > 
the abdominal wall; ; that is, skin and peritoneum in con- 


tact. There was often prolapse following late after op- 
eration, to avoid which the loop of sigmoid was caught 
up at such a point as to render the descending colon 
under slight tension in the wound, thus rendering the 


_ closure of the outlet a question of pressure against a de- 
scending flow. The best operation is that of Mixtere, 


in which the sigmoid loop is drawn through a McBurney 


_ gridiron incision, and a rectangular skin flap pedicle a 
attached at one end is drawn through an opening in the 


sigmoid mesentery. The skin flap is sutured back to 
place at the free end and sutures applied to the bowel, 
peritoneum and skin. When the loop of bowel is cut 
through, this skin covering of the bowel acts as a valve 
when compressed by a pad. | 

To sum up the main obj ections of the past, we have: “as 


1. Ineffectual removal with local 1 recurrence so com- 
mon in the perineal type. 


2. The extensive mutilating character of the Kraske 


before operative conditions were known. 


3. The frequent failure of all methods of union of 
proximal and distal portions of the bowel, which, when 


united and anus saved, with the destruction of the levator 
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ani and internal sphincter, represented but. one-third of 


the controlling apparatus of the bowel. 

4. The frequent formation of stricture either cicatri- 
cial or cancerous following operation necessitating in- 
guinal colostomy. 

§. The straightening and tension of the sigmoid is. 
stroyed it as a fecal container. : 

6. That sentiment and not chance has proven the main 
reason for continuing to place an uncontrollable anus 
ina comparatively inaccessible situation. | 

The gain in the combined operation has been in a se- 
lection of the operation to the case, either radical re- 
moval en masse, with all glands, fat and connective tis- 
gue or a colostomy for palliation. The retention of the 
sigmoid as a fecal container and the peculiar formation 
_ of the anus, giving a fair ware of control in an acces- 


sible situation. 


CARCINOMA UTERI. 


C. CROWELL, M.D. 
KANSAS CITY, MO. 


— So much has been written on this subject that we 
have sometimes found ourselves in doubt as to the | 


proper course of treatment to adopt. Some say operate 
while yet there is life, or well nigh so; others seldom 
advise an operation. Doubtless the advice of each is 


founded on what seemed to them tenable premises. Not 


long since a gentleman claimed operators and non- 
operators were divided by geographical lines. Those in 
the East being the non-operators and those in the Mis- 
sissippi Valley being the operators. By a juggling 
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with a species of statistics, which were utterly valueless, 
he undertook to show that the mortality was greater 
where nothing was done than in those operated on. I 
should be disposed to class this statement as rather on 
the order of what are sometimes termed “pipe dreams.” 
To be more exact the statement was, “surgeons of New | 
York and Philadelphia do not, as a rule, favor hysterec- 

tomy for cancer of the uterus, believing that when the 
disease is advanced far enough to be recognized it is 
too late for radical cure.” ‘Those of the Mississippi 
Valley operate on practically every case in which there 
is a chance of prolonging life for even a brief period. 


Vital statistics show the different results: Then tables 


are presented, with an array of physicians’ names, with — 


_ the number of cases operated on for cancer known to be 


alive after five years. Being one among the number 
quoted I claim the right to show the worthlessness of 
such statistics in proof of the claims of the author. 
‘Those reporting do not report the stage of disease when 
case was operated on. Not all cases seem to have been 
proven by microscopic examination, an essential fact to 
be known, though doubtless it may have been used in a — 
very large per cent. of the cases. By “advanced far 
enough to be recognized” I assume that the author 

means, when he says “sufficiently advanced,” that the 
microscope is not required to make a diagnosis, it being 


one easily recognized by touch. I assume that suffi- 


cient data is at hand to prove that the Eastern surgeon 


is eminently correct in his premises when he declines 
to operate, except in those of very early beginning, and 


I have no doubt the entire list of Mississippi Valley 
surgeons quoted are familiar with such data and are 
acting in the same conservative manner of the Eastern 


surgeon; therefore, we see the utter uselessness of these 


statistics, as they are probably early cases reported to 
be alive after five years. In short, we desire to pay the 

Mississippi Valley surgeons quoted a greater compli- 
ment than did the author; we believe them to be familiar 
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with the results in late operations; and as being familiar 
with the necessity of early diagnosis and the reasons 
why, if an operation is not done very early it is uni- 
versally a failure, so far as saving life is concerned— 
such, we believe, is the teaching in every western med- 
ical college. | 
As old as is medicine, and more so, is cancer. 
With these many years of investigation and treatment 
it would seem that we should be in accord in regard to 
a quite universal treatment until something better 
than we now know shall be proven. Many caustics and 
local applications have been tried, but so little success 
has attended their use that they do not engage the at- 
tention of surgeons nor many physicians. The Alex- 
ander treatment, a system held secret, is reported to bene- 
fit, but so little is it used we are led to believe it will — 
prove no more than possibly palliative. A remedy which - 
shall positively cure a single case will leap forth into 
a popularity hard to dethrone, so eager are the laity and 
profession to secure a cure if possible without the knife. — 
_ With the lessening of hysterectomies for cancer on the 
part of some, there are a few who would be even more 
radical, and not only remove the diseased uterus, but all 
adjacent glands and parametria. So radical and difficult 
is such an operation that the average operator will not 
aspire to undertake it; indeed, up to date, I am not dis- | 
posed to see advantage enough in it to recommend it, save 
as a fine surgical exercise, as not all of the glands can be 
removed by the utmost painstaking. Let us turn briefly 
to some of the reasons why only early operations in 
cancer of the cervix in particular should be done. Car- 
cinoma is conceded by all to spread to adjacent tissue 
_ through the lymphatics ; that being so, in order that there 
may be a consensus of opinion as to the proper pro- 
cedure and at what stage it may. be esteemed as likely 
to prove successful we must agree on one point yet in 
‘dispute, viz.: Does carcinoma invade the lymphatics 
early or late? If early, then the operation must be cor- 
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-Tespondingly early ; if late, a longer delay may not pro- 
hibit operation. In regard to this proposition, there 


seems to be a difference of opinion. Investigation seems 
to show there is also a difference in cases and also in the 


Manner of invasion ; some being per continuitatem, others 


per saltum. Those who attempt removal of the glands 
and parametria admit that many glands are overlooked, 


and some are inaccessible, hence it is performing a very 


hazardous operation for little benefit, if any. Failing 


to embrace these ultra radical operations does not imply 


that we would not take as much of the vagina, and out 
as far as possible on the broad ligament, to such point 


as would seem to be within the bounds of ets i in doing 


an ordinary hysterectomy. 
After this brief review of the subject (but j in part it 


is true), but along the lines of latest recommendation 


by some, let us reflect and go over our individual ex- 


‘perience and decide what shall be our practice. 


Personally I have sifted down to this, unless very 
early discovered nothin g is gained by hysterectomy for 
carcinoma ofthe cervix. Later operations may avail 
in ‘carcinoma of the body of the uterus. Diagnosis to — 


be confirmed by the microscope in the hands of a com- 
-petent pathologist, and I say this advisedly, for one 


but poorly equipped is a dangerous advisor. The uterus - 


must be freely movable, capable of being dragged down | 
_ to the vulva. If not, it is quite probable that the disease 


has involved the utero-sacral ligaments and adjacent tis- 


sue, making an operation of doubtful utility. If the 


disease is clearly made out by touch, appearance, and 
clinical history, it is rarely possible to secure a radical 


eure by hysterectomy, if we do not accelerate the fatal 
terminations. 


In those cases well advanced, my individual experi- 
ence leads me to believe that more days or months, as the 
case may be, are added to the life of the patient than by 
any attempt at extirpation, by cutting and scraping 
away the necrotic tissue down to solid tissue, burning 
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that tissue with the thermocautery and treating subse- 
quently by touching the surface occasionally with 4 per 
cent. formalin. By this treatment we retard the disin- 
tegration, check the hemorrhage and discharges, enabling 
the patient to recuperate sometimes to a remarkable 
degree. The suffering is lessened and the patient re- 
lieved of the shock and dangers attending more radical 
procedures. Time has prevented me from presenting 
as exhaustive a paper as might be desired. 

I trust, however, these plain every-day experiences may | 
serve to bring us together as to the best ground to stand 
on with these poor unfortunates. The last advice which 
I would urge would be more frequent early examination 
of all parous women, who should be advised of the ex- 
pediency of such examinations as a routine safeguard 
_after the age of thirty-six. 

 Kleventh and Walnut Streets, 
DISCUSSION 
ON THE PAPERS OF DRS. MAYO AND CROWELL. 


Dr. M. L. Harps, Chicago—Mr. Chairman: I wish to say __ 


- @ few words in regard to Dr. Mayo’s paper. The principles 
enunciated by him are correct, and I only rise to bring out 
more forcibly, perhaps, certain points. First, as to the neces- 
sity of a laparotomy previous to the operation in all cases in 
- which the disease extends high, and we are not perfectly sure, 
from our examination, that it is limited to the lower part — 
of the bowel. This preliminary laparotomy should be done 
for three purposes: First, for examination, in order to deter- 
mine whether the case is operable or not, for I believe if the 
disease involves the meso-rectum, meso-sigmoid and lym- 
phatics, extending high up, the cases are inoperable. Second, 
the object of the laparotomy is to facilitate the operation, pro- 
vided one is deemed necessary. We can decide, if it is a 
case for complete operation, to operate by the combined method. 
Third, to perform a colostomy if the case is inoperable. 
Colostomy, I think, is extremely valuable in many cases in 
which we conclude to operate. I do a preliminary colostomy 
frequently, if the case can be dealt with from below and there 
is no glandular involvement. A preliminary colostomy is 
desirable, as it prevents contamination of the wound during the 
healing process, and we get much more rapid and favorable 
healing by having the fecal current diverted. Of course, in 
these cases the preliminary colostomy should be temporary 
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and closed afterwards. In case the colostomy is a permanent 


one and the case is inoperable, it is very essential that we 
retain the distal opening free on the surface. These cases 
will begin to suffer after a time, as the growth increases 
in size, from the accumulation of secretions in that part of 


the bowel, and it will be necessary to irrigate that portion. 


1 have seen trouble result from this condition, and it is essen- 


tial that the distal end be retained so as to permit of irriga- 
tion. 


I am decidedly in favor of the vaginal operation, as far as 


possible, as I believe it is an excellent way to attack these 


growths, with the retention of the sphincter in all cases 
possible and restoration of the continuity of the bowel. 

Dr. Henry T. ByrorD, Chicago—I wish to say a few words. 
with reference to the removal of the uterus for cancer, be- 
cause I think the essayist (Dr. Crowell) was rather too pessi-. 
mistic. There is no doubt that, in cases of far advanced car- 
cinoma of the cervix, the radical removal of the disease will 
effect a cure in some instances. I do not think it is right — 
to condemn the operation so strongly as the essayist has 
done, because it is very safe, and many patients will recover 
when the disease is quite advanced. 


will recall one case, Mrs. G., who is alive to- “day, on whom ‘ 
1 operated more than ten years ago. In her case the cervix 
was completely involved. I could not get very far from the 
carcinoma, and felt reasonably sure that the disease involved 


the broad ligament, although there was no palpable evidence 
of it. Her friends thought she would surely die, but six or 


seven years after, when I heard from her, she was still alive 
I remember another case 
I can recall a number of more 
recent cures, although J have not looked up my statistics. 
With reference to carcinoma of the uterine body, nearly 
all of my cases have remained well after the operation. I 


do not operate on a case in which there are peritoneal adhesions 


or disease involving the peritoneal surface of the uterus. In 
those cases in which the uterine wall is not very much in- 


volved, nearly all of them get well. 


I remember one case of sarcoma in which the whole uterus 
was converted into a mass the size of a large man’s fist, but 
not adherent, and, in trying to get it out, it broke all to 
pieces. It was supposed that the woman would die of recur- 


rence of the disease, but she died ten years later with some 


disease due to malnutrition. The local trouble had nothing 
to do with the malignant disease, as was determined by Dr. 
Billings and Doering. 


Dr. H. D. Nitgs, Salt Lake City, Utah—Just a few words, 
Mr. President, in regard to the paper of Dr. Mayo. He spoke 
of the advisability of doing an abdominal section with the 
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idea of not only determining the cause, but the pathology 
and location of the disease, and with the hope of obtaining 
some light on the proper operative procedure. In this connec- 
tion, I wish to say that recently I had a case where I was 
in doubt as to whether the stricture was syphilitic or malignant. 
I used such diagnostic measures as were available, and was 
still in doubt. In such a case as that, I think it is wise to do 


a colostomy first, and at the same time explore the bowel 


from above. 


With reference to the McBurney gridiron incision, I have 
used it once. The advice to the contrary given in text-books, 
at least those at my command, did not appeal to me at the 
time. In this case there was an excellent result, so far as 
sphincteric action was concerned, in that the patient had ex- 
cellent control of the bowels, and she has been very agreeably 
— with the result in that respect. 


~The gridiron incision and the advisability when in doubt of 
doing a colostomy are the particular points that impressed 
me as I listened to the paper. ey 
Dr. A. C. Bernays, St. Louis, Mo.—I desire to say a fe 
words relative to the paper of Dr. Mayo. I had the pleasure of 
seeing him perform the operation which he has just now de- 


-seribed the day before yesterday at Rochester, Minn. I was 
- given an opportunity to examine the young man on the day 


before the operation. It was a case of very hard carcinoma, 
involving the last portion of the rectum, about one inch above 
the sphincter. The finger, when introduced, could easily pass 
clear above the carcinoma and sweep clear around the rectum. 
It was easy to determine that the tumor was of certain shape; 
there was about one inch of the rectal mucous membrane 
which was not involved, so that at one place the finger would 


pass from without up into the rectum, not encountering the 


-earcinoma. The patient was a young man, about 31 years of 
age. He was not at all emaciated, and was, as near as I 
could judge, in an excellent condition for the operation. A 
few small round hard glands could be felt in the meso-rectum. 
If the case had come to me a few years ago, I should have 
operated through the rectum, maintaining the sphincter and 
pulling down the upper part of the bowel and attaching it to 
the anus. But the operation done by Dr. Mayo was much more 


radical than mine would have been, and will doubtless cure 


the young man entirely of his disease. The operation, as 


executed by Dr. Mayo, was a beautiful piece of surgery, and 


it gave me an opportunity of seeing what may be called team 
work. The Mayo brothers performed the operation together. 
The operation was beautifully planned, and I need scarcely 
say it was executed in a masterly manner. I believe that any 
surgeon who has had the opportunity of seeing what I saw will 


hereafter perform that operation in preference to any other. 
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It is true the operation is an extensive one and, in the hands 
of two men like the Mayos, requires over an hour for its per- 
formance. The manner in which it was done is possibly clear 
enough to you who have heard the paper. But there are a few 
points in the technic that I would like to go over again. 


An incision was made in the linea alba, about five inches long, 
through which Dr. William J. Mayo was enabled to pull up 
the sigmoid flexure and the rectum out of the belly, the patient 
being in the Trendelenburg position. With linen thread he 
made two purse-strings around the sigmoid flexure, about an 
inch above the rectum proper. He did that, perhaps, for the pur- | 
pose of leaving a long enough piece of the sigmoid flexure for 
a fecal retainer, and to enable him to pull the proximal end 
of the gut over to the incision made just above Poupart’s liga- 
ment, so that he could make an artificial anus at that point. 
After he had put these two purse-strings around the rectum, 
the rectum was clamped off between the two strings and 
cut off, both gut ends were inverted into the gut, and the 
purse-strings closed, preventing absolutely the possibility of 
escape of mucous or intestinal contents. Not only was that 
prevented by tightening the purse-strings, but over the purse- 
strings more Lembert sutures were made on both ends. After 


that had been done, Dr. Mayo made a circular or, rather, pear- 


shaped incision around the gut, the point of the incision being 
behind, near the sacrum, and the broad end just behind the 
bladder. ‘The peritoneum was stripped off from the muscular | 
coat of the rectum, and it was remarkable to see how easily 
this worked. There was absolutely no sign of carciioma in - 
the meso-colon at the sigmoid flexure, but there were some 
glands lower down which were involved. One of the prettiest — 
steps of the operation was the ligation of the superior hemor- 
rhoidal artery, which could be seen pulsating, it being about 
the size of the radial at the wrist, and it was caught and 
tied. The mesentery was dissected off from the upper end 
of the sigmoid so as to make it loose and movable, so that 
all possible tension could be avoided in bringing that end of the | 
sigmoid over near the anterior superior spine of the iliuin 
above Poupart’s ligament. The technic of making the artificial | 
anus was very beautiful, but contained nothing new. The_ 
speaker’s time being up, he could not finish his remarks on 1 the 
technic of the operation. _ 

Dr. D. S. FAIRCHILD, Clinton, Iowa—Having had some 
experience in operations for cancer of the rectum by the sacral 
route, and having had but one permanent recovery, I have been 
much interested in this subject. It was my privilege to see 
Dr. Mayo do this operation, the details of which have been 
pointed out by Dr. Bernays and by the essayist in his paper. 
I am thoroughly convinced that surgeons, after witnessing 

this method of operating, will conclude that this is the method, 
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and one which will be adopted hereafter in the class of cases 
under discussion. 

Dr. Mayo (closing the discussion on his part)—I have only 
a word or two to say in closing the discussion. It has been 
definitely proven that carcinoma in the pelvis may frequently 
go on and cause death, and yet in quite a number of cases 
there will be absolutely no glandular involvement. So it is 
a difficult thing to figure out that all of these cases will have 
glandular involvement, no matter how extensive the carcinoma 
may be. 

I did not take up in ny paper some of the known points, 


and I did not describe my technic. What is valuable to us all 
as surgeons is some idea of the method. We have all got to 


evolve these things from our own practical and clinical work 
and follow methods that are successful to us. Very frequently 
we may attempt to adopt too much of the method of someone 
else, and may score a death by working entirely with some 


unknown plan, the — of which we may have — but 
not seen carried out. 


(closing the discussion )—I have very little to 
say, because the subject of carcinoma uteri was not discussed 
very much. I assume it was not discussed, because of the 
fact that we are so accustomed to seeing these patients die 


from the disease that we pay no attention to cases of car-| 
cinoma of the uterus. We expect them to die if we do operate, | 


and believe they will die if we do not operate. 
_ Dr. Byford thinks that my views are too pessimistic. Doubt- 


less ‘I may have been a little pessimistic. But I have done 


a number of hysterectomies, and am doing them still, and I 
have arrived at the conclusion that I have seen much better 
results where I have refused to operate, if the cases were at 


all advanced and the cervix involved, by scraping them out and 


burning them, thus saving the time and suffering of patients. 


As was said in my paper, some say that the invasion of the 
lymphatics is slow, while others state that it is rapid. Kelly 


believes and states that it is slow in such cases. In a recent 


article, which appeared in the “American Journal of Obstetrics 
and Diseases of Women,” an author goes on to show that there 
May be a minimum amount of involvement of the lymphatics 
near the cervix, yet the glands about the kidney were found 
involved. There may be frequent recurrence about the glands 


of the kidney, yet about the site of the incision after removal 


We have no recurrence. My observation has been that if car- 


cinoma of the cervix is at all advanced, if there is a broken- 


down condition, I have yet to see a single case that has re- 
covered in the hands of anyone. I do not say they may not 
recover, but the majority of them die. The lymphatic supply 


is so great that the lymphatic 7 is very early involved in 
this disease. 
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40 DISARTICULATION OF THE HIP. 


REPORT OF A CASE OF DISARTICULATION OF 
THE HIP FOR SARCOMA OF THE FEMUR, 
WITH REMARKS ON THE DIAGNOSIS 
AND PROGNOSIS IN SARCOMA 
OF THE FEMUR. 


A. E. HALSTEAD, MD. 
Professor of Surgery, Chicago Policlinic; Attending Surgeon, Cook 


County and Chicago Baptist Hospitals; Consulting Sur- 
geon Illinois Charitable Eye and Ear Infirmary. 


CHICAGO. 


Katherine G., American, age 21, presented her- 
self at the Chicago Policlinic in April, 1899, suffering 


from a painful swelling of the bone above the left knee 


joint. 


_ She gave the following history: Family history neg- 


ative ; has never had any serious illness; no history of any 
venereal infection. The present trouble began after fall- 
ing from a carriage in June,1898. Immediately after this 
fall she had pain in the knee accompanied by swelling 
and stiffness of the joint. After a few days’ rest the 


pain subsided and she was again able to be about. Later, 


in August of the same year, she again experienced pain 
about the knee; this was of'a neuralgic character, and 


‘was not at first constant. It soon became very severe 
-and continued without interruption, being generally 


more severe at night. By the middle of September she 
was forced to keep her bed because of the great pain 
that was caused by any movement of the limb. At this 
time she first consulted a physician, who recommended 


‘rest and the application of a plaster-of-paris cast. This 


treatment was carried out, but only seemed to make 
the pain more severe. After a few weeks the cast was 


removed, but was later reapplied. When she consulted 
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me she was wearing a cast, the case being considered one 
of tuberculosis of the knee. 

During the last few months preceding her entrance 
into the hospital she had steadily lost flesh. Her 
appetite was poor and her rest was broken by the severe 
pain she suffered. During the whole course of the dis- 
ease her temperature had been above normal, varying 
from 99 to 102 degrees. 

- Physical examination, at the ti thine of entrance, hows 
the patient to be greatly emaciated, pale and extremely 
nervous. The chest and abdomen were apparently 
normal, Examination of the urine negative ; the muscles 
of the left lower extremity were markedly atrophied. 
The left knee and lower third of the thigh were ap- 
parently larger than the right. On measurement the’ 
left femur just above the condyles was found to be 4. 
- em.-larger in circumference than the right. The left 

knee joint, measured across the center of the patella, 

_ was slightly larger than the right. There was a uniform 

enlargement of the lower end of the left femur that was 
regular in outline, and exceedingly sensitive on pres- 
sure. The knee was fixed with the leg flexed at an angle 
of 45 degrees. ‘Any attempt at movement of the joint 
-eaused great pain. Under anesthesia the leg could be 
fully extended. No limitation of movements in any 
direction was present. Nothing abnormal about the joint 
was found. Puncture of the joint was made, but no 
fluid obtained. On the negative findings in the joint 
and the peculiar enlargement of the femur a diagnosis 
of sarcoma of the femur was made. Through a small 
incision made while the patient was under the anesthetic, 
a piece of the tumor was excised and subjected to a 
microscopic examination. It proved to be a peripheral 
ossifying spindle-celled sarcoma. 

On recognizing the nature of the disease, amputation 
at the hip joint was recommended. This was performed 
on the 20th of May, 1899, the method of Wyeth for the 


control of ge being employed. The patient 
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suffered but little shock from the operation, and made a 
rapid and satisfactory recovery from the operation. The 
wound healed throughout by primary union. At. the 


_ time of the operation the inguinal and iliac glands were 


found enlarged and ‘were removed. Microscopic exam- — 
ination did not, however, show any evidence of sar- 


comatous change in them. The patient’s general health 


rapidly improved after this operation, and she was able 


‘to leave the hospital at the end of three weeks. From 


that time until the present, three years and seven months 
after the operation, her health has continued good and 


there is no evidence of a return of the disease. At the 
_ time she left the hospital her weight was 98 pounds, 
at the present time it is 180 pounds. The tumor was 
- examined by Dr. Paul F. Morf, whose repent on its his- 
tologic structure is as follows: 


Microscopically the tumor is seen to be mainly ‘naile 
up of round or more or less polyhedral cells, which re- 


- semble young hyperplastic periosteal cells in appearance. — 


Some -which have apparently reached a more mature 


_ stage resemble young cartilage cells. The former are 
_ for the most part closely bunched together, and vary 


in size from two to three times the size of a red blood 
corpuscle. The protoplasm is not abundant, and the 


nuclei are small, oval and granular in appearance. In 
some parts the cells are separated by a small amount of 
coarsely fibrous intercellular substance, and where this 
intercellular substance becomes more abundant the 


tumor cells tend to resemble cartilage cells more in — 


structure. They become more circular in outline, the © 


protoplasm is more abundant and the nuclei relatively 


smaller. In yet other parts there are dense bands of fi- 


brous tissue, so the tumor tissue has more the appearance 
of periosteum. Scattered through the tumor tissue are 
islets of irregular outline, which, in the gross specimen, 
contained lime salts, and which had to be decalcified in 
order that the tissue could be cut. These areas stain 
deeply with hematoxylin and are made. up of a homo- 
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geneous intercellular substance containing large round 


cells with a large amount of protoplasm and a small 


nucleus, the cells themselves surrounded by a capsule. 
These islets have an irregular dentate and branched out- 
line, and have apparently developed from the areas just 
described where the intercellular substance is abundant. 
In a very few places there are islets which resemble true 
bone, the decalcified intercellular substance being ar- 
ranged in lamell, and between these remain a few small 


shrunken stellate cells resembling bone cells and lying in 


small lamelle like those of normal bone. The blood 
vessels are very few in number, their walls, as is usual 
in sarcomas, are made up of tumor cells. 


- Before discussing the diagnosis and prognosis of sar- 
coma of the femur, it is essential that we have a clear 
idea of the origin and histologic structure of these 
tumors. 

According to their dint of origin Seek the bona they 


may be grouped into central, myelogenic or intracsseous | 
and peripheral or periosteal. 


The first group has its starting point from the osteo- 


blastic layer lining the medullary canal, and is usually 
a giant-celled or myeloid tumor. Besides these, giant- 
_ celled sarcomas, spindle or round-celled sarcomas may also 


originate from the medullary tissue. These, however, _ | 


are not common, particularly the pure spindle and 
round-celled tumors, but mixed tumors with a prepond- 
erance of giant cells are quite common. 


_ The peripheral or periosteal tumors proceed from the. 
layer of osteoblasts or embryonic cells that separate the 

periosteum from the bone. 

_ These tumors are mostly spindle-celled sarcoma, while 

— occasionally we find round-celled or mixed round and 


giant-celled tumors. By far the greatest number are 


spindle-celled or contain a large ree of spindle 
cells. 


Concerning the relative frequence of these different 


forms of sarcoma, Gross found, in reviewing 165 cases _ 
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of sarcoma of long bones, that 70, or 42 per cent., were 
giant-celled tumors; 45 were spindle-celled osteoid sar- 
coma; 16 central spindle-celled; 13 periosteal round- 
celled; 12 central round-celled, and 9 pure periosteal 
spindle-celled sarcomas. Of these 75 per cent. of the 
peripheral involved the lower epiphysis of the femur. 
There were 70 central giant-celled tumors, of which 19, — 
or 27.01, involved the lower and 2 the upper amy 
of the femur. | 
Central giant-celled or myeloid sarcomas are found 
principally in the lower epiphysis, and occasionally in 
the upper. They are of rather slow growth and repre- 
sent the lowest degree of malignancy of any of the bone 


sarcomas. A few, no doubt, are benign and correspond 


to the class of tumors described by Bland Sutton as 


myelomata, and considered by him as being 
benign. 


Many of the considered all pure 
myeloid tumors as innocent. Among those who regarded. 


only the mixed tumor as malignant are Nélaton, Wilks 
and Forster. It was emphasized that in none do we 


find only giant cells, but all “mixed” tumors containing 


‘spindle and round cells and varying proportions. From 
a clinical standpoint, therefore, it is never safe to con- 
sider any of them innocent. 


Undoubtedly the degree of mali gnancy varies ‘aii 


in individual cases. The rapidly growing vascular and 


particularly the osteoid sarcomas of this type possess 
a great degree of malignancy as is evidenced by local 
infection of surrounding tissue, lymphatic involvement — 
and metastasis in distant organs. Invasion of the neigh- 
boring tissues occurs only when the tumor has passed its 
bony confines. This may take years. As a rule, these 


tumors are confined to the parts from which they orig- 


inate for a considerable time. During this period re- 
moval of the tumor alone is often sufficient to effect a 
cure. 
Lymphatic involvement is the exception. In quite 
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a considerable number of cases the inguinal and femoral 


glands are enlarged, but, as a rule, no sarcomatous 
change is found in them on microscopic examination. 
Metastases occur late in myeloid tumors. In the calcify- 
ing and ossifying giant-celled sarcoma metastasis oc- 
curred in 58 per cent. of the cases reviewed by Gross. 


_ The clinical picture presented in giant-celled sar- 
coma is usually that of a slow-growing, regular, spher- | 
ical, more or less firm tumor, involving one of the ex- 


_tremities, usually the lower of the femur. The tumor 
mass is incased in a bony capsule for some time. As the 


capsule becomes thinned, crepitation on the slightest — 


pressure is observed. In extremely vascular tumors pul- 


sation may be a prominent feature. Even in cases where — 
no great enlargement of the vessels is — pulsation | 


may be an early symptom. 


“On section the tumor appears as a soft mass of deep ‘ 


red color, having the consistency of muscle tissue. Oc- 


_casionally the color varies from light brown to yellow, — 
depending on the amount of fibrous tissue and on the 


degenerative changes present. In vascular tumors ex- 
tensive blood cysts may be found. In the calcified and 
ossifying tumors, hard masses and sharp bony spicules 
can be seen and felt on the cut surface. The skin 


covering these growths usually remains unchanged. In — 
but few are the subcutaneous veins enlarged or the sur- | 


face ulcerated. Their growth is usually progressive. Oc- 


casionally it is temporarily arrested, as in the case re- — 
corded by Hutchinson, in which a giant-celled sarcoma, _ 
after having reached the size of a child’s head in fourteen 


months, ceased to develop for four years, when, without 
any apparent cause, it rapidly grew, until a fatal ter- 
mination ensued. Certain conditions, such as trauma, 


pregnancy ‘and _ lactation, seem to stimulate them to 


increased activity. Pain, though not a constant symptom, 
usually is present. Gross states that it is a prominent 
feature in about 50 per cent. of the cases. In the ma- 


jority of cases, the neighboring point is not involved until — 
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very late in the disease, the articular cartilage offering 
considerable resistance to the growth of the tumor into 
the joint. 

Fracture of the bone through the tumor occurs fre- 
quently and often first directs the patient to a surgeon. 
These tumors occur more frequently in the male than 
in the female, and are most common in young adults. 
In childhood the disease is rare. 

Central spindle-celled tumors are, next to the giant- vs 
celled, the most frequent. Myelogenic tumors of long | 


bones, although they occur in one-third of the cases in 


the lower extremity of the femur, are found in the shaft 


-Telatively more frequent than are giant-celled tumors. 
They possess a higher degree of malignancy than do the 


giant-celled myeloid sarcoma and occur as smooth or 


-nodulated tumors, and are usually limited by a bony or 


fibrous capsule. Pain is nearly a constant symptom of 
these tumors. Spontaneous fracture or fracture from 
slight causes occurs in about one-half of the cases. 


_ Metastasis occurs in a large proportion, while lymphatic 


involvement has never been observed. 
Central round-celled sarcomas invade the shaft 
the epiphysis of the femur with equal frequency. They : 


are the most rapidly growing tumor of bone, possessing 


a high degree of malignancy. They are usually vascular 3 


and rapidly undergo the retrograde changes common 
to all sarcoma, mucoid degeneration being the most 
common. Early in their development they break through — 
the cortical layer of bone surrounding them, and quickly | 


invade the neighboring soft tissues. Lymphatic involve-— 


ment and generalization of the growth in distant organs 


occurs in a relatively short time. The growth of these 
tumors is constantly associated with great pain, rapid 


emaciation, cachexia and early death. Hemorrhages 


into the tumor, ulceration of the skin and spontaneous 
fracture occur more frequently than in any other variety 
of bone sarcoma. 


Peripheral or periosteal sarcomas s originate : in the soft 
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osteogenic layer of the and, in reality, de- 
velop between the bone and periosteum. They are 
limited by the dense layer of the periosteum, which, for 
some time, offers sufficient resistance to prevent invasion 
of neighboring tissue. Histologically, they are either 
round or spindle-celled sarcomas. Giant cells, where 
found, probably reach the peripheral growth by exten- 
sion through the bone from the medullary canal. Both 
spindle and round-celled periosteal growths exhibit a 
great tendency to ossification and calcification. Accord- 
ing to Gross, 67 per cent. are osteoid sarcomas. 


In general, peripheral sarcomas differ from central, in. 
that they are not so common and that they are decidedly _ 
more malignant. Again, they occur earlier in life, and - 
are more generally painful than the central tumors. - ~- 
Pulsation, which occurs in 20 per cent. of the central 
tumors, is seldom observed in peripheral tumors. Spindle 
and round-celled peripheral sarcomas usually involve the 

_ lower epiphysis of the femur. The spindle-celled tumors 
grow steadily, but, as a rule, slowly. Local infection 
of the surrounding tissue and neighboring glands occurs 

_ late. The skin is frequently ulcerated. 7 oint invasion 
| As the exception. 


In the ossifying or osteoid spindlecelled tumor, metas- 
 tasis in the distant organs, particularly in the lungs, is 
exceedingly common, occurring more often than in any 
other variety of bone sarcoma. Generalization of these 

tumors occurs early, generally within a Tew months after 
the tumor begins to grow. — 

The diagnosis of sarcoma of the femur, and: 

in the early stage of the disease, is often very difficult. 
In all varieties of sarcomas of the femur, as in other - 
malignant growths, there is a time when the disease is. 
distinctly local. It is in this stage that long local treat- 
ment, if it is to be successful, must be instituted. If 
the true character of the disease is not recognized 
until generalization has taken place, no treatment known 


had 
bau 
4 
me 
t 
aé 
4 
| 
> 
on 
i 
— 
he 
ae 
4 3 
ia 
TAL 
a 
i: 
* 4 
Fee 
P 
+ 
| 
4 
| 
ty 
& 
5) 
i 
4 
‘ 
| 
>. 
i 
= 
7 
d 
¥ 
| 
a 
£ 
F 
— 
y 
i 
‘ 
i 
4 
+4 4 
a 
‘ 
j 
‘ 
be 
| ao. 
i 
a 


* 4 


| 
: 
4 


NE 
\ 


| 
new 
“ 


~ 
- 
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at the present time can in any way favorably influence 
its progress. | 

- The most constant symptoms of sarcoma of the femur 
are pain, enlargement of the bone and sporitaneous frac- 
ture from slight trauma. 

Pain is the earliest symptom in most forms of sarcoma — 
of the bone. In the periosteal, particularly in the rapidly 
grown tumors, it is constant, and is the first indication 


of the onset of the disease. Taking all the different 


forms of sarcoma, it is present in about 85 per cent. of 
the cases, and is continuous throughout the course of 
the disease, varyin g in character and intensity, being 
most severe in periosteal and less constant, usually less 
intense in the myelogenic tumors, 

In central tumors, particularly in those of slow asain 
it is frequently of a neuralgic character, and not always 


constant, but of an intermittent character. Thicken- — 


ing of the bone is, of course, always a symptom. In 
many of the slow-going central tumors considerable time 


may elapse before the enlargement can be detected. This 


is often the case when the disease involves the upper 
epiphysis of the tumor. In periosteal growths, -particu- 


larly of the diaphysis of the bone, the tumor can readily 


be recognized. 
In central tumors the bone is ciliate enlarged — 


throughout its whole circumference; usually the thick- 


ened part is smooth and regular in outline. As the dis- 
ease progresses, the capsule of bone enclosing the tumor 


becomes thinned so that the slightest pressure will break 


the thin laminated covering and give distinct crepitation. 

Periosteal sarcoma, as a rule, involves the whole cir- 
cumference of the bone. When the epiphysis is the seat 
of disease, the extremity of the bone is uniformly en- 


larged. Rarely, we find circumscribed growths pro- 


jecting from one surface. When the shaft is involved, 
the enlargement is spindle-shaped. When the tumor 
has broken through the periosteum, the growth often 
becomes extremely irregular and nodular. 
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In the central tumors, absorption of the 
bone may take place rapidly without occasioning much © 
pain ; in such a case, pathologic fracture may first direct — 
the patient to a surgeon. In central tumors spontaneous 
fracture or fracture from slight injury occurs in about 
60 per cent. of the cases. The early occurrence of such 
a fracture favorably influences the prognosis in this form | 
of sarcoma by a early of 
the disease. Sg 

In central rouni-oolled sarcoma of the shaft, spon- 
taneous fracture occurs more frequently than in any 
other variety of bone sarcoma. In peripheral tumors, 
particularly in spindle-celled and osteoid sarcomas, spon- | 
taneous fracture seldom occurs. Invasion of the neigh- 
boring lymphatics occurs most frequently in peripheral 
and round-celled tumors. In spindle-celled peripheral 
_ growths it is rarely that we find the glands enlarged. 
In osteoid tumors, glandular involvement, as well as 
metastasis, by way of the blood vessels, occurs early and 
‘is nearly a constant finding. It may be well to call 
attention to the fact that hyperplasia of the glands — 
without there being any sarcomatous invasion of the 
organ, is quite common. Lymphatic involvement oc- 
curred in five of the forty-four cases collected by Nasse. 
Of these three were periosteal and two myelogenic tum- © 
ors. Loeffler states that lymphatic invasion occurs in 13° 
per cent. of all cases of peripheral sarcoma. In all cases 
where the lymphatics are involved the prognosis is ex- 
tremely bad. In many cases of sarcoma, particularly 
rapidly-growing vascular tumors, an elevation of the 
body temperature above the normal is observed. In 
quite a few the temperature is constant, varying from 
99 to 102 degrees. In some it is only present after ex- 
ercising or when the tumor has been subjected to trauma. 

The cause of this elevation of temperature is prob- 
ably due to the absorption of toxins, resulting from de- 
generative changes occurring in the tumor, or from ab- 
sorption of the blood from the blood cysts within the 
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growth. Usually in these cases, where absorption of 
blood is the cause of the temperature, rest in bed with 
cold applications to the diseased part will cause the 
temperature to drop. In soft tumors, particularly those 
undergoing retrograde changes, the temperature is con- 
stant and continued throughout we aaa course of the 
disease. 
Of late years a considerable number of writers hes 
directed attention to the diagnostic significance of per- 
_ sistent albumosuria in bone tumors. At the present time 
we know that albumose is found in the urine in a great 
variety of pathologic conditions, chief among which may 
be mentioned chronic suppurations in any part of the 
body. It is also quite a constant finding in osteomalacia 
and in central tumors of bone, particularly enchondro- 
mata and myelomata. It can usually be found in the 
-urine in bone sarcoma, but can not be used as a means 
of differentiating malignant from benign tumors nor 
chronic infections of bone from new growths. ere ‘ 
It is well known that the prognosis in bone sarcoma. 
is generally bad. In sarcoma of the femur 70 per cent. 
are of the periosteal osteoid variety, which i is among the 
most malignant of all bone sarcoma. | 
In the central giant-celled tumors the prognosis is 
relatively good. In a few, the disease seems to be es- 
sentially benign. It has been generally held that free- 
dom from recurrence for three years should be consid- 
ered as a cure. This is farther from the truth in sar- 
— coma of the bone than in other malignant tumors. Local 
recurrences have occurred as late as 12 years after ampu- 
tation, while in one case of central sarcoma lung metas- 
tasis was first evident 25 years after the tumor 
develop. 
_ Max Bussyreports a case of death from lung metastasis 
four and one-half years after disarticulation of the hip. 
In a case of hip-joint amputation for sarcoma of the 
femur operated on by McGraw, metastasis on the 
shoulder occurred 13 years after the amputation. Borck 
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collected from the literature 111 cases of disarticulation 


of the hip for sarcoma of the femur operated on in 


European clinics, of which 87 survived the operation. 
Of these not one could be said to have been cured. In 
a recent paper Jenckel was able to collect 10 cases of 
recovery after operation for sarcoma of the femur. He 
reports 35 cases, 19 of which are from the clinic of 
Koenig (1880-1895) and 16 from Braun’s clinic, op- 
erated on between the years 1884-1901. Of these 35 
cases 4 could be considered cured. Of these 4 recoveries 
3 were treated by amputation of the thigh and one by 


disarticulation of the hip. In the literature he was able 


to find 6 recoveries recorded. These cases were operated 


on by Holmes, Rose (2 cases), Kramer, Weisenger and © 


‘Mikulicz. The length of time that had elapsed after 


the operation was 8, 5, 16, 12, 6 and 414 


years. 


In the four cases of record reported by Jenckel Siiean 


the clinics of Koenig and Braun, the patients had sur- 
vived the operation 1514, 634, 15 and 1234 years. Of 


these 10 cases, 7 were central and 3 ess growths. 
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Dr. B. B. Davis , Omaha, Neb.—Mr. President : There is one — 


point made by Dr. Halstead in his excellent paper that I would 
like to call attention to, because I think it is often overlooked; 


that is the temperature in connection with cases of sarcoma. 


Several years ago I had a case of sarcoma of the femur, 


although my first diagnosis was that we had to deal with an 
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osteomyelitis of chronic form rather than sarcoma, simply be- 
cause of the elevation of temperature at that time. After I 
found out my mistake, I looked up the literature, and found 

no mention was made in the standard text-books with referencé 
to elevation of temperature. Probably it is mentioned in recent 
text-books. In cases of advanced sarcoma I have found a tem- 
_ perature which varies from one to three degrees above normal. 

Where wé find this elevation of temperature, itistead of exciting 
a suspicion that we have some inflammatory trouble, as an 
osteomyelitis or tuberculosis, to deal with, it should substan- 
 tiate the notion of sarcoma. 

‘Dr. J. P. Lorp, Omaha, Neb.—I wish to bring up a practical 
point in regard to fracture in cases of carcinoma. Last year 
@ man was brought to me with carcinoma of the neck of the 
femur. ‘The history of the case was that six or eight months 
previously, while pursuing his occupation, which was that of a 
stationary engineer, he sustained a fracture of the neck of the 
femur from comparatively slight violence. He was 45 years 
of age. There was a history, too, of his having had alleged — 
rheumatic pains or sciatica prior to this time. After the 
receipt of the injury, he was taken to his home in a neighbor- 
ing city and attended by other physicians. He was treated 
_ for the fracture of the neck of the femur and the disease over- 
looked, so that when he came to me for surgical intervention 
it was altogether too late to do the man any good, as cachexia 
was already well marked. 


_ This was a single instance in my practice, it being the experi- 
ence of many surgeons, as cited by Dr. Halstead, that fracture | 
of the neck of the femur from slight violence is comparatively 

common. It seems to me that while in a fleshy person it would — 
be practically impossible to differentiate this under ordinary _ 
manipulative methods, yet with the aid of the a-ray, with a 
history of a fracture having been sustained from unusually 
slight violence, preceded by pain, we should be led to suspect 
this condition and should then be able to determine early the 
existence of the disease. 


I wish to speak of a case of a young woman on whom I 
operated, secondarily, by the way, for sarcoma of the lower 
end of the femur, who was so reduced in flesh by pain and long 
suffering that she was extremely emaciated and very anemic, 
and had reached that condition where it seemed desirable to 
do a palliative operation. It was my opinion that she could 
not stand a disarticulation at the neck of the femur at the 
time, which was also opposed by the relatives, so that amputa- _ 
tion in the middle of the femur was recommended. The pro- 
visional diagnosis of sarcoma was verified, and it was decided 
that as soon as the patient had regained her health sufficiently — 
disarticulation should be performed. 


Microscopical examination showed this tumor to be of the 
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least malignant variety, and the young woman made such rapid 


progress toward recovery and continued to enjoy such good 


health that there has been no indication for the radical opera-. 


tion. I do not think we should always insist on disarticulation 
in these cases, as was proven in this case. 


Dr. WILLIAM JEPSON, Sioux City, lowa—We are very much 


indebted to Dr. Halstead for bringing up the subject of sarcoma 


of the femur, because I know of no place where a surgeon is 


asked to carry so much responsibility as he is in making a 
diagnosis of this disease and subjecting the patient to proper 
treatment. The symptoms are insidious and may simulate 
those of tuberculosis and syphilis, so that it may be difficult — 


for the surgeon to make a differential arene, and yet the 
treatment must be thorough. 


I will relate my own sad experience, based on six cases, in 
two of which the disease developed at the upper end of the 


femur, and the patients were not subjected to operation. There 
were four cases in which the disease involved the lower end 


of the femur, one of which began primarily in the tibia, involved 
_ the knee joint and then the pk ; the. other three were of 
the periosteal type. Three of the four were subjected to an 
amputation made at the junction of the upper with the middle. 
third, saving a piece of stump with which to manipulate and 


apply an artificial limb. One case was subjected to primary — 


_hip-joint amputation. Of the three subjected to amputation 
through the thigh, two died. In other words, two of the three 
were subjected to secondary hip-joint disarticulation of the 


femur. One of these two died, also the one not subjected to 


this operation, so that out of six cases there are only two 
living. One of these has not lived over a year since the 
operation ; ; the longest has lived about four years. _ 

With regard to the matter of metastasis, in one of my cases 
the patient developed pleurisy three weeks after the disarticu- 
lation was done, which showed a large number of cells mixed 
with serum, and I thought the man had suffered from a second- 
ary carcinomatous involvement of the lung and pleura. He was 
aspirated a second time, but the liquid withdrawn only con- 


tained a small number of red blood corpuscles. This man is 


living to-day. I am unable to explain on what ground he had 
this pleurisy, and, in the light of the facts Dr. Halstead brings 
out, these metastases will occur at such a late period that we 
may expect this man some day to develop carcinoma elsewhere. 
One other patient died from secondary carcinoma of the right 
lung, he having lived a year and a half with that condition. 
Dr. Hatsteap (closing the discussion)—I wish to explain 
briefly these pictures. Here is the microphotograph of a case 


of central, giant-cell sarcoma that was inoperable. It is a 


beautiful specimen of pure giant-cell sarcoma of the nature 
which Bland Sutton considered to be innocent. 
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The second photograph shows a mixed spindle- and round-cell 
sarcoma, the most malignant type of bone sarcoma, according 
to the different authors I quoted. 

I did not go into the diagnosis, nor did I have time to consider 
pathologic or spontaneous fracture in the absence of inflam- 
matory diseases of bone. It occurs in three conditions, namely, 
in sarcoma most frequently, in metastatic carcinoma, and in 
echinococcus of bone. Echinococcus of bone in this country 
is so rare that we can throw it out of consideration. This 
leaves metastatic carcinoma and sarcoma as being the most 
frequent causes of pathological fracture. I have seen two 
cases of central sarcoma where pathological fracture first 


attracted attention to the new growth in the bone. — 


I would also call attention to the treatment briefly. In the 
case of central giant-cell sarcoma which I related, the patient 
received Coley’s toxins continuously for six months, and yet 
the tumor grew as fast as before. The patient has had the 


use of the a-ray for six months, and still the -tumor continues 


to grow. In all of the cases of sarcoma in which I have used 


Coley’s toxins, I have met with no success whatever. If any- 


thing, the tumor seems to grow faster under the influence and 


use of the toxins. The use of the w-ray has, up to the pet 
time, no better 


INGUINAL HERNIA. 


A. E. BENJAMIN, MD. 
MINNEAPOLIS. 


There never was a time in the history of medicine . 
when the physician was not given an opportunity to 
treat hernia. A short history of the treatment of _ 
hernia may not be out of place here. It was a subject 
which engaged the thoughts of the first surgeons. 

The attention which patients suffering with this af- 
fliction received in the early days of surgery is not 
flattering to the profession. We of to-day can scarcely 
conceive of such ignorance of surgical principles as the | 
operators of the fifteenth century showed. The instru- 
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ments used in that period for treating the affection were — 


crude and barbarous to say the least. A study of the 
technic of some of the operations is certainly interesting. 
The evolution of the operation for hernia is a noted ex- 
ample of the progress of surgery along all lines. 

Up to the time of the invention of the truss various 
plasters and irritants were used to produce an inflam- 
mation at the site of a hernia. If a slough occurred a 
cicatricial plug resulted, or an adhesive inflammation 
closed the canal. Some of these secret irritants brought 
good incomes to the venders. The famous Littlejohn 


obtained from George the First £3,000 and an sata 


of £500 more for the secret. 


Celsus first employed a truss. It consisted of : a strap | 


and a plate. Gordon, in 1305, suggested the spring 
truss, but it was not adopted until 1785, when Peter 


Camper rediscovered its use. Irritants were frequently 


introduced into the pad, which, because of the continued 


pressure, produced the desired effect all the sooner. 


This method of cure was entertained by a number of the 


French Academy as late as sixty years ago. Trusses are > 
sold at the present time which are supposed to have 


such an irritating effect as to cause an adhesive inflam- 
mation of the sac walls. 


The actual cautery and caustics were used, many per- 


sons losing their lives because of infection and slough 


which extended even to the bowels. The parts were 


frequently burned to the bone. As late as 1853 Stolz 
used a paste of caustic potash, nitrate of silver and 


- gum arabic on the inner surface of the hernial sac. 


Quite recently Ratier treated cases by passing a seton 
on a needle in the sac and out through the skin at a 


level of the inner ring. This seton was left until sup- 


puration occurred. 

Castration for the cure and prevention of hernia was 
practiced, especially in France, as late as the beginning 
of the nineteenth century. Bishop St. Papaul stated 

that in his diocese alone 500 children had been cas- 
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trated for the purpose of preventing hernia. The golden 
suture used was equal to castration. Valpeau and others 
scarified the ring. The testicle has been stitched into 
the internal ring to close the opening. Bonnet, not more 
than sixty years ago, practiced a needle operation. It 
consisted in passing a series of needles through the 
skin, sac and all. Pirogoff, after opening the sac, in- 
troduced a small gold-beater’s skin, inflated it and tied 
it off. Valpeau and Jobert obtained some cures by 
jodin injections, Pancoast also reports several good 
results obtained in like manner in 1836. 

Joseph H. Warren, instead of injecting an irritant 
inside the sac, used white oak bark external to the sac, 
which excited so much inflammation as to cause an ad-— 
hesive inflammation of the tissue without producing a — 
closure. Many of the quacks to-day are still adhering 
_ to this dangerous and unsatisfactory practice. In page 
advertisements they promise a cure without 

to the knife. 

With so many dangers and failures sinaiiien the at- 
tempts to cure hernia by sealing up the peritoneal open- 
ing from the abdomen to the scrotum, other means 
were tried. Dzondi was the first to suggest a plastic 
operation. He transplanted a section of skin into the 

hernial opening. Gerdy invaginated the scrotum, and. 
with a peculiar clamp held the invaginated tissue with- 
in the inguinal canal. Later he used a needle and 
thread and fastened the invaginated scrotum in the | 

canal, 

Burns, Lehman, Zeis, ‘Gunther, Schmidt 
and Wiitzer worked along the same line, endeavoring 
to hold the invaginated scrotum within the canal and 
up to the internal ring by ivory pegs, instruments or 

stitches carried by peculiarly constructed needles. _ 

Wiitzer constructed an instrument having a needle 
at its inner end which was made to pass through the 
fold of the integument near the internal ring. A set 
screw clamped a second plate on the fold of tissue. 
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This instrument was modified by Redfern Davies for 


large hernias, making a divided invaginator. 
Leroy d’Etiolles and Langenbeck maintained the 
original fold by pressure forceps, the latter contrived 


to produce an extensive slough of the anterior fold by 


the prolonged pressure of the forceps. The cicatricial 
plug resulting occasionally produced a cure. 
Agnew and White invented instruments which were 


on the same order as that of Wiitzer, differing, however, | 


in that no instrument was left to produce pressure. 
Thread was passed through the tissue near the internal 
ring, which closed the canal. Mosner used a trocar 
armed with a thread attached to a seton which was 
passed up into the canal. The seton was left for three 
or four weeks. Gross, Rothmund, Schlosser, Ratier, 
- Riggs and others also adopted this plan for a time. 


Credit ig due Dr. John Wood, who first recognized - 


the principle which governs the cure of this defect in 
Nature, by sutures or approximating the pillars of the 
‘ring with pins, as in & hare-lip operation. Prof. 8. D. 
Gross, in 1861, in operating for a strangulated hernia, 


performed a similar operation with success. A de- 
scription of this operation is instructive, as it shows 
what erroneous ideas were prevalent at that time about 
the union of wounds. It was thought necessary for 
good, firm union that a certain amount of edema and 


ulceration was desirable. Dr. Wood, after having op- 
erated on 200 cases, gives 50 as the per cent. of cures in 
adults and 75 under puberty. A truss was advised by 
_ the doctor to be worn several months after the operation. 


Dr. Van Best and J. Chisolm about this time did an 


operation, approximating the pillars with a buried sal- 
mon gut. Dr. Greenville Donell up to 1876 had per- 


formed 96 operations with 80 cures by the subcu- 


taneous method, using silver wire twisted over cork. 
William Spanton, 1879, contrived an ingenious 

method of approximating the tendons and muscular 

boundaries of the canal. Through an incision made 
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over the mass the index finger was introduced to shove 
up the sac. An instrument resembling a cork screw 
alternately penetrated the opposite boundaries of the 
canal. This brought the walls together and held them 


_ for two or three weeks until union was firm. 


The direct method of S. D. Gross, who was the first 
to cut down on the sac, freshen the edges of the ring 
and suture them together with wire, was soon adopted. 
The sac was variously disposed of, some tying it off and 
removing it, others simply tied it and inverted it within 


the abdomen. It seems strange that the simplest, most 


surgical and most beneficial operation of all for the 


cure of hernia should remain undiscovered so long. It 


is a natural outcome, perhaps, of the careful study of 
anatomy of the hernial region, the recognition of 


Nature’s fault in not closing this opening to the abdom- 
inal cavity, and the possibility of remedying what 
Nature should have in the evolution of this region. 


The ultimate success of an operation is of the utmost 
importance to the patient. Surgeons are obliged to 
await the verdict of their patients before they conclude 
that any special operation is a success or not. The 


: profession has had a harder time to fi ght popular 
_ prejudice against operation for rupture than any other 


surgical procedure. The public has a perfect right to 


this prejudice because of the evil results which have oc- 


eurred in the past. Failures have been so frequent that 


a perfect result was not always anticipated. Therefore, 
_ physicians themselves chose to fit a truss instead of ad- 


vising a radical operation. The quack advertised ex- 


tensively to cure rupture without an operation. There 
still exists large truss-fitting establishments which are 
_ too frequently visited by the general public, who are 


anxious to adopt a simpler method of relief and escape 
the risks which they imagine are connected with a surg- 
ical operation. Nearly every drug store makes a spe- 
eialty of harnessing up these afflicted persons with all 

sorts of 
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The careful and successful work of the modern sur- 
geon, however, is beginning to bear fruit in this class 
of cases especially. Thoughtful, scientific men have 
studied the problem of hernia so that we know an opera- 
tion will cure if certain principles are observed. The 


Figure 1. 


operation is safer for the patient than to run the chances 
of strangulation, notwithstanding he may wear a truss. 

There are few of us who have not seen a hernia re- 
turn on account of infection, or from weak union, due 
to sutures absorbed too rapidly. The Johns Hopkins 
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followers have the utmost confidence in the buried silver 
wire. Some patients are compelled to have these sutures 
removed later. The disciples of Marcy tell you there 
is nothing so good as kangaroo tendon. This also is 
not to be relied on, as has been found by many who have 
used it. Silk and silkworm gut is not absorbed. The 
continual irritation may result in infection directly 
through the lymphatics or blood current. So-called | 
dry, sterilized catgut is frequently absorbed before — 
union occurs, and is not always sterile. A nidus is 


_ formed in which micro-organisms grow more readily. 


The silver catgut has at times given endless trouble. 
We may offer the same objection to chromicized catgut. — 
The iodoform gut is the least objectionable of all; it is 


more sterile, lasts longer than the dry, is more ‘iste, 


and, on the whole, is a very good suture, yet failures 
result in its use occasionally. 
~The pubic region ‘is the most difficult indies of the. 3 
body to render sterile, on account of the numerous se- 
baceous glands and hair follicles present. Owing to this 


fact infection is more frequent in this region than else- 


where. When sutures are tied tightly, or there is much ~ 


tension on the opposed tissue, the skin does not resist 


the strain, but is strangulated or cut through. This 


occurs likewise in the deeper tissue. If there are any 


infectious micro-organisms at these — a deleterious: 
inflammation arises. 
Where there are so many different ways of perform- 


‘ing the operation and such a variety of suture material 


used, our conclusions are that failure or unsatisfactory 
results occur, otherwise we would all adopt one special 
method. It would seem that it is not altogether the 
fault of the suture material if properly sterilized as 
much as the manner in which it is used. An analysis 
of a number of cases of relapse and failure leads me to 
suggest the following reasons for failures: 


Too vigorous and rough scrubbing of the parts biateie 
operation with the idea that it is necessary for cleanli- 
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ness. This produces minute pustules of the skin just 
prior to the operation. 
Careless preparation of the parts and the hands of 


the operator, or because the operator and his assistants 


have not worn rubber gloves. 


Because operations are performed on patients uffer- 


ing with some constitutional or other local disease. 


Figure 2. 


The employment of sutures that are absorbed too 
readily. 

‘The use of sutures that are improperly sterilized. 

Lack of identification of tissue, and necessarily 1m- 
proper approximation of the opposing structure, espe- 
cially in cases where there is a very poor development 
of the fibers of the internal oblique and transversalis. 
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Too great tension from. vomiting or pressure of gas 
within. 


Incomplete dissection of the sac and its ligation. 


Because sutures are tied too tightly, causing pressure, 
necrosis and stitch abscesses. 


The use of non-absorbent sutures which, being left, 
irritate the structure and result in infection. 


Excessive handling of the parts at the time of opera- 
tion, causing destruction of tissue, Sere, sloughing 
abscess. 


The causes of inguinal hernia may be few or many. 
The tunica vaginalis may not have contracted completely, — 
and there remains a slight pouch at the internal ring — 
into which the viscus may enter and gradually forces” 
its way into the canal. Increased intra-abdominal pres- 
sure from ascites or gas, straining from phimosis , con- 
stipation, stricture, prostatic hypertrophy, caloule, 
coughing, etc., are exciting causes. 


When the tunica vaginalis remains open, a 
hernia is inevitable. ‘Weak muscular or aponeurotic de- 
velopment around the rings or canal ‘are potent caus- 
ative factors. This is emphasized by Dr. Ferguson in 
an article entitled “A Typical Operation for the Cure of _ 
Oblique Inguinal Hernia.” The lack of development of © 
the original fibers of the internal oblique and transver- 
salis, he believes, is a most important cause of hernia and 
relapse. 


The first symptoms of a gradually. 
A weakness and dull pain is felt in the groin, or sick 
feeling and a weight may be present, especially noticed — 


_ in walking or standing, until the bowel enters the canal — 
and can be felt, first as a bubonocele and later as a com- ae 


_ plete or scrotal hernia. A strangulated hernia occurs 
where tle bowel is rapidly forced down through the ex- 


ternal ring. The pillars of the ring contracting on the 


mass, impedes the circulation of the protruding viscus, 


and causes greater enlargement from congestion. In- 
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nearly every strangulated hernia is that the patient ‘nit 
continually worn a truss before the accident happened. 
We can not blame persons for choosing this form of 
treatment when they may have knowledge of friends 
who, having had an operation, have the hernia return 
and are unable to wear a truss with the comfort they did | 
before the operation, on account of cicatricial tissue 
formation, exaggerated because of a ss ni ab- 
SCeBS. 
The modern operations which have been devised for 
the radical cure of hernia are numerous. All have for 
an object the ultimate retention of the abdominal con- 
tents, by closing the breach with as firm a wall as pos-. 
sible, consistent with a healthful state of the cord and 


testicle. 


We have few criticisms to si if any, as far as ap- : 
pearance of the operation at the time is concerned. It 


seems, however, that, generally there are too 
many relapses. 


A suture is useful to keep the parts ; in apposition until © 
union has occurred, and until that union is firm enough 


to resist the pressure of the internal organs. — 


Any substance which has to be absorbed by the tleaues : 


~ lessens their vitality and serves to produce a culture 


media, in which micro-organisms may grow. A non- 


absorbable suture material that can be positively ster- 


ilized by boiling has no effect on healthy tissue if prop- 


erly placed and left for a few days. Any substance 


foreign in nature which can not be absorbed if left in 
the soft tissue permanently often acts as an irritant, 
which may cause pain or results in infection. The epi- 
dermis albus grows more rapidly where there is necrosis 
of the tissues, at the location of sutures. 


The average surgeon is liable to tie sutures too tightly, 


and especially in doing an operation to cure a hernia. 


The idea uppermost in the mind of the operator at the 
time is to bring the tissue into such close proximity 
that no viscus can crowd through the wound while heal- 
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ing. This defeats the very object of the operation often = ) 
by strangulating the tissue of the deeper or superficial 

layers. It results in pressure necrosis, a nidus for infec- 

tious germs, and consequently a deep or superficial ab- 

scess. Add to this a suture material that is absorbable, 

and these factors are augmented. A non-absorbable 

buried suture prolongs the healing when there is infec- 

tion, and it acts as a guide for the invading germs to 


— 


¢ 
gid 
‘ 
» 
4 
i 
i 4 
t 


“a 


other would-be unattacked tissue, through which the 
suture passes. The experienced operator may avoid this 
eatastrophe because he is able more ey to gauge — 
the tension of his sutures. 
A roll of sterilized gauze, to take off the force of too 
tight suturing and distribute the pressure, affords the 
average operator the protection and success of the more 
experienced surgeon. This method of operating for in- 
guinal hernia is not new, nor do I claim that it gives 
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better results in every instance. I do think, however, 


that the result is more satisfactory to the occasional 
operator for reasons above stated. 


In preparing my patient, I prefer to shave the parts 
the morning of the operation. In doing so, we avoid in- 


_ fected areas or vesicles which may result when the shav- 


ing is done the previous evening or before the parts have 
been thoroughly cleansed. The time intervening be- 
tween the evening and morning of the operation favors 


a greater multiplication of micro-organisms. The bowels 
-are thoroughly emptied and subsequently kept free from 


gas accumulation. This lessens the internal pressure. 
An ordinary incision for a Bassini operation is made. 


| The aponeurosis of the external oblique is slit up to the 
point opposite the internal ring. The fibers of the in- 
ternal oblique and transversalis muscles are divided by 


blunt dissection, thus opening the inguinal canal. The 


internal oblique and transversalis muscles are found 
closely connected. They are not separated, but the apo- 


neurosis of the external oblique is carefully and thor- 
oughly removed from the internal oblique. The lower 
portion is dissected down to Poupart’s ligament and the 
transversalis separated from the peritoneum. Such 


careful dissection and positive identification of struc- 
tures shows any deficient development and is an impor- 
tant help in securing direct apposition and firm union. 


The cord is now raised and silkworm-gut sutures are 


introduced to the outer side of the incision, passing — 


through the skin, Poupart’s ligament, the internal 


| oblique and transversalis, on the inner side of which the 
loop is made. The needle, re-entering the transversalis 


and internal oblique, passes through Poupart’s ligament 
and comes out through the skin to the outer and lower 
side of the cut, near the point of entrance. (Fig. 1.) 


From three to five sutures are similarly introduced. 


These sutures pull the internal oblique and transversalis 
below the shelving edge of Poupart’s ligament, and are 
observed to make a firm barrier against any internal 
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force. A double support is formed and any defect is cor- 
rected. The sutures are then tied over rolls of sterilized 
gauze. (Fig. 2.) The spermatic cord then rests on the 
internal oblique. The external oblique is then closed 
over the cord. Interrupted figure-of-eight sutures are 
introduced, bringing the external oblique in apposition 
with Poupart’s ligament. (Fig. 3.) They also approxi- 
mate the skin, and are tied over a gauze roll. (Fig. 4.) 
The sutures are usually left two weeks. | 
The conclusions for this operation are: 


1. There are no sutures for the tissues to absorb. 


2. There is no additional culture media in which in- | 


fectious micro-organisms grow and cause deep abscesses. 
_ 8. There are no buried, non-absorbable sutures left to 
irritate the tissues and cause further trouble. 


4. There is no necrosis from tight sutures, therefore 
few, if any, stitch abscesses. 


5. The gauze rolls act as elastic cushions which pre- 
~-vent scars from the sutures. 
_ 6. The operation completely closes ‘the breech and 
makes a firm wall. 

7. All sutures, after serving their purp ose, are re- 
moved, leaving only the natural supports. 
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D. S. Clinton, Iowa—Mr. President: There 
are two points in the paper that occurred to me as being well 


-. taken. If absorbable material is used for buried sutures, it 
makes very little difference as to the character of the material, 
provided it is aseptic, and the sutures are not tied too tightly. 
It is the method of applying a suture rather than the kind of 
- suture that gives results. Whether you employ Ferguson’s - 


method, the Bassini operation, or what not, it is a question on 
the part of the surgeon himself at the time in securing absorb- 
able material that is aseptic, and in getting the tissues to- 
gether so as to get as large a surface of contact as possible, and 
not tying the sutures too tightly. 

Another point is in reference to the preparation of the 
surface. I am quite sure that many surgeons who sterilize 


the parts the night before and scrub them with some chemical © 
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agent when the patient is put on the operating table, will find 
the skin is in such a condition that superficial infection is 
liable to occur. The Doctor’s suggestion, therefore, in regard 
to the preparation of the skin is of special importance. 
Dr. J. W. ANDREWS, Mankato, Minn.—My personal experience 
in operating for hernia is not very large, yet I have operated 
several times. One of my patients died within twenty-four 
hours from intestinal paresis, at least I think so, although a 
postmortem examination was not permitted. 


There are two things I have quit using or reepeendine : 
One is the pessary, and the other is the truss. I have often 
said to my patients that if they had hernia, I would rather 
operate on them than to subject them to the annoyance of 
wearing a truss for six months or more, feeling that it is a 
safe operation. It is a successful operation. 

I am now using the Ferguson method entirely, and I have 
no reason to change. I believe it is a good idea for a physician 
or surgeon to adopt some good method that is successful in his 


hands, and not be changing it too often. 


I have used formalin catgut; I have used eaaiieat tendon 


and some other suture materials, but I have come to use en-_ 


tirely dry sterilized catgut, as sterilized by Dr. Boeckmann of 
St. Paul. I have had no suppuration since I have used it. 


The repetition of good points is often of value. The matter eo 


of scrubbing the skin has been spoken of once or twice, and | 
I do not think it can be emphasized too much. In my early. 
practice, in doing hernial operations and other abdominal opera- 
tions, I paid considerable attention to asepsis. I scrubbed 
and scrubbed, and the nurses scrubbed and scrubbed, and yet 
I had stitch abscesses, and I did not know why for a long time. 
My good friend, Dr. William J. Mayo, after talking the matter 
over with him, asked me how I prepared the skin. I told him 
how thorough and painstaking I was in preparing it. He told 
me to be less careful in preparing the field of operation, and 
after following his advice I find that L have less stitch ab- 
scesses. 

Another point which can not be emphasized too eitials in the 
radical cure operation for hernia is the tightness with which 
the surgeon draws the stitches. It is unnecessary to draw them | 
very tightly together. I do not think it is good practice 
to do so. | 

In every town we have old physicians recommending the . 
use of the truss. It never cures a hernia, unless it is a very 
recent one. It is expensive in the end, and it is inconvenient 
for any one to wear. The operation for radical cure is @ 
successful operation. 

I have in mind a patient on whom I lini for a double 
inguinal hernia two years ago by the Ferguson method, using 
the Boeckmann sterilized catgut. The patient made an excel- 
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jent recovery, has been at his work ever since, and remains 
well. 


Dr. CHARLES H. WALLACE, St. Joseph, Mo.—This is a sub- 
ject that interests every general surgeon, in that it is not de- 
structive surgery, so to speak, but surgery which results prob- 
ably in as much good as any _— known to the pro- 
fession. 


I wish to emphasize one point brought wu by the essayist, 


and that is in my early operations for hernia I scrubbed the 


parts very thoroughly, but since Dr. Mayo has shown us that 
this method is pernicious, I now prepare the parts on the 
operating table, shaving the abdomen, and using ordinary 
gauze and soap. These cases, on account of the anatomical 


situation, are more difficult to asepticize, probably, than almost — 


any other portion of the body. I sponge over the skin with 


pure carbolic acid, followed by alcohol, and since I have been 


doing this I have had no suppuration. 
_ With reference to the question of ligatures, it makes very 
little difference what ligature material we use if it. answers 


the purpose. Sterilized catgut, especially formalized catgut,. 


has answered my purpose better than anything else. Even in 


_ those cases in which we may get a stitch-hole abscess or super-| 


ficial infection, it does not nullify the result. In two cases 


in which I got superficial infection the results were just as 


good as though infection had never occurred: 


If the infection is superficial. and does not extend to the di 


deep tiers of sutures we get good results. 


In my last two cases I had recourse to a practice 
combines the advantages of both the Kocher and Czerny 
methods. After ligating and severing the sac well within the 


internal ring after the Czerny method, the ends of the ligature 


were threaded and passed within upward, and anchored the 


sac to the abdominal wall, towards Poupart’s ligament. This 


brings the abdominal pressure on the side of the funnel, in- 


stead of at the cone end, ane thus lessens the impact saint 


the internal ring. 


Dr. H. P. HAMILTON, Ouitin: Neb.—There are one or two | 


- points I desire to refer to with reference to the operation for 
hernia, and first as to the character of the ligature. I have 
' made some study in regard to the effect that takes place in 


tissues in that particular ine of haa body wherein the parts 


are ligated. 


As to the operation, I have adopted for my own individual 
work the method of Halsted or Bassini, always doing one 
of the two operations, and the results have been so good that 
I have had no reason to change to any other method. The 
ligature I use is one that I employ in my other surgical work. 
I do not believe it is necessary to have chromicized catgut, or 
to have any permanent ligature in the part, from the fact 
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that physiological changes take place in the tissues, as in other 
parts of the body. I concede the fact that this part is a little 
slower to heal than other portions, because the blood supply 
is less and the regeneration of tissue, or the production of new 
tissue in the part, is somewhat slower than in other portions 
of the body. But the ordinary ligature that we use in other 


_ surgical work is good enough to hold the parts in apposition, 


provided we consider the amount of tension exerted after we 
bring the parts together. In my practice, ordinarily, I use 
No. 1 catgut of the same character that I employ in my other 
surgical work. In the first ligatures, where there is a great 


amount of tension placed on the part, I make it greater on the 
ligature than any other portion of the body, for the reason 


that I wish to have the reproduction of a greater amount of 
tissue in order to get regeneration or coaptation of the 
tissues of the part. I do not, however, draw the parts together 


_with any ligatures tight enough to cause necrosis of the tissues. 


I believe the success of our operations depends very largely 


on this one feature, namely, that we should not tie the sutures 


sufficiently tight to produce necrosis of the tissues. | 
Dr. J. N. WARREN, Sioux City, Iowa—There is one point in 


the etiology of hernia which, during operative intervention, we 

frequently neglect to recognize properly, and that is we have 
the loop of bowel coming through the internal ring above the 
_ cord. Whatever method we may use to re-enforce the inguinal 


canal, it does not give us any positive assurance that we will 
not have a recurrence. If we are going to protect a patient 
from recurrence, we must have a proper closure of the internal 
ring, and this must be done above and not below the oem as 


in the Bassini operation. 


The operation devised by Ferguson appeals to me very 
forcibly, although I had long thought of it before he published 


his work, and in my operations I always pay special attention 


to the closure of the internal ring and the peritoneum and 


_ transversalis fascia down on the cord as close as possible and | 
not interfere with the circulation. It does not seem to me that 
‘we are going to have much tension if we suture the internal 


oblique to the lower part of Poupart’s ligament, and especially 


if we follow the advice given of not tying the sutures too closely 


and tightly. If we use a continuous suture rather than an 


‘interrupted one, we never get it sufficiently tight.in ordinary 
work to interfere with union by producing a pressure necrosis. 


‘Dr. M. L. Hargis, Chicago—The principles which underly the 
radical operation of inguinal hernia have been so completely 


- worked out and thoroughly demonstrated that we need not look 


on anything new in this direction. Our attention must be 


directed to details of technic. When an operation has been 


performed over 5,000 times, with twenty-eight deaths, or less 
than 5/10 of 1 per cent. mortality, and over 2,000 times, with 
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but 4 per cent. recurrences, we certainly have an operation 
which is a: decided success. The work of Roller was carried out 
on such an enormous scale as to amount to a demonstration. His 
work shows conclusively that infection of the deep parts of the 
wound, other things being equal, is in direct proportion to the 
hygroscopic properties of the suture material used. Further, he 
says infection comes from the surface, and the hygroscopic 
properties of the suture material used. Further, he says infec- 
_ tion comes from the surface, and the hygroscopic properties 
of the suture material carry the organisms to the depths of 
the wound, where infection develops. 

Three years ago I demonstrated the technic of an dperation 
for hernia, which obviated all of the difficulties to which the 
essayist has directed our attention, namely, stitch-hole ab- 
scesses, infection of the depths of the wound from septic 
material, pressure necrosis from too light ligation, too rapid 
absorption, etc., and this method was to use the longitudinal 
wire suture. It is ideal, and fulfills every indication which 
ideal surgery can demand. It is‘absolutely sterilizable in a 
few minutes. In the method of applying it, the edges to 
- be approximated are in absolute apposition. It does not and 
can not grasp the tissues so as to constrict them and permit 
of pressure necrosis. It is non-absorbable, and holds just as 
long as you want it. It can be removed at any time you wish; 
it is non-hygroscopic, and never carries infection to the depth 
of the wound. Since using the longitudinal wire suture, not 
only in hernie, but in the closure of all of my wounds, where 
possible, stitch-hole abscesses have become a thing of history. 
Again, I can heartily recommend the longitudinal wire suture 
as fulfilling the indications. 

Dr. A. C. Bernays, St. Louis, Mo.—The point has been 
touched on, both in the discussion and in the paper, of not 
using buried sutures, and that the sutures are too tight on the 
skin. I admit having a prejudice against buried sutures, but 
I think, as is usual in all our surgical work, we have to choose 


_ between the lesser of two evils, and I think the greater evil is 
- to have the suture tied on the outside, passing through the 


skin, whether the suture be hygroscopic or not. It will be pos- 


sible for germs to pass along the suture material whether 
_ hygroscopic or not, and I do not think the use of through-and- 
_ through stitehes is to be recommended, as was done by the 


essayist. 


Dr. Lewis SCHOOLER, Des Moines, lowa—The last speaker 


(Dr. Bernays) voiced the leading feature of the paper. But 
every speaker has discussed the question as if all hernias were 
of the same character, and that there was practically no diffi- 
culty in bringing the layers together. The difficult cases are 
those that have been wearing trusses for a long time, or who 


have had trusses and the injection method of treatment. Fail-— 
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ures in hernial. penietiiie result from neglect to dissect out: 
tissues and coaptate properly structures of a similar character. — 


The underlying principle of the Bassini operation is the bring- 


ing of the conjoined tendon of the transversalis and internal 
oblique in contact with Poupart’s ligament, or with the shelf 
of Gimbernat’s ligament immediately below it. If the proper 
suture material is used, it makes very little difference about 
leaving buried sutures. When we have trouble with buried 
sutures in these difficult cases, instead of making a clean, 
careful dissection with the knife, surgeons are in the habit of 
tearing or lacerating the tissues too much, devitalizing them in 
some cases. I have seen surgeons strip the adherent sac from 
the underlying tissues, and in so doing pull, claw, and lacerate 
everything they. could and use the knife as little.as possible. I 
am an advocate of the knife in dealing -with all of these tissues, 
making a clean-cut incision, reflecting them out of the way,.and | 
bringing the © aponeurosis: and ligament together with buried 


sutures. I believe in that way we get accurate coaptation. If 


we make our sutures parallel with the line of the incision, I 


am afraid there is not enough overlapping of the conjoined 
tendon of the ligament. I like a broad surface, say half or 


three-quarters of an inch, if I can get it, so that we make one 


overlap the other. While the same principle applies to opera- 
- tions for hernia as to anything else in regard to tightening of | 
sutures, they should never be tied too tightly in any place, and 


it is a matter of judgment on part of the surgeon as to what 
amount of pressure should be put on the ligatures: in these 
cases as well as in all others. 


With reference to the upper portion of the internal abdominal 


ring, I have noticed that a few advocate cutting that tissue, — 


overlapping it and suturing it together. . I do not believe a 
surgeon can make that portion of the anatomy any stronger 


than it is made by nature, and a typical Bassini operation, to 


my mind, gives the best results by bringing the cord out. at 
the upper part of the wound, that is, bringing it out per- 
pendicularly, then bringing the ee — and laying it 


on top. 


Dr. JOHN P. “Loro, Omaha, Neb.—My of the 
methods used by some surgeons in closing the rings has been 
that there is altogether too great a disposition on the part 
of the less experienced operators to pucker or draw the rings 
together. After having witnessed the Bassini operation by 


~ Bassini, I said to him, “Professor, what impressed me more than 


anything else in your operation is the manner in which you 


separated the different layers to bring the edges together.” 


He said to me that the operation for hernia was essentially 
a plastic one, and until surgeons recognize the principles 


governing plastic surgery they will not grasp the full import 
of the operation and will not construct, as they should, the 
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proper barrier; neither will they secure freedom from tension 
on the sutures which will insure primary union, the sine qua 
non of success in primary healing. 

Dr. BENJAMIN (closing the discussion)—I am very glad that 
my paper has elicited such a free discussion, and I am sure, in 
making use of the points that have been brought out, we will 
benefit our patients. 


Dr. Harris strongly advocated the use of the longtitudinal 


wire suture. I believe it was his. work. which gave me the 


idea of adopting the method which I have described. However, 
the advantages I claim for this operation besides those of the 
longitudinal wire suture are these: We have separate sutures; 
we can thoroughly close the canal; we can make a double 
support, and bring the conjoined tendon beneath Poupart’s 


ligament to a greater extent than by the longitudinal wire 


suture. If there is, unfortunately, as Dr. Ferguson has said 
in his article, an abscess or a recurrence, but let us say a 
stitch abscess, the suture of this one place can be removed. 


Another point is with reference to the preparation of the 
parts with carbolie acid. I believe it was Dr. Wallace who 


referred to this. The use of carbolic acid is a very good sug- 


gestion. I have employed it a number of times, but I did not 


mention it in my paper; that is, when preparing the patient, I 
have smeared carbolic acid over the part and neutralized it 


_ with alcohol. I have operated on umbilical abscesses by thor- 
oughly cleansing the cavities with carbolic acid and sealing 
them up with collodion, and have been able to perform hysterec- 
_ tomies and other operations without any bad effect at whe same 


time. 


As to the Ferguson onninhion and his description of the cause 


of hernia and the demonstration which he makes, all surgeons 


believe it is necessary to take into account the lack of develop- 
ment of the beginning fibers of the transversalis. and internal 
oblique. The method I have employed is to put one suture 
above the beginning of the cord, bringing it out on the skin, 


which will accomplish closure in a perf ect manner. 
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74 RUPTURE OF THE GALL BLADDER. 


BUPIUSE OF GALL BLADDER OR DUCT FROM 
VOMITING. 


WITH RUPTURE OF APPENDIX IN SAME PATIENT; TWO 
CASES OF APPENDICITIS ; ACUTE YELLOW ATROPHY 
OF THE LIVER. 


_W. W. GRANT, MD. 
DENVER. 


RUPTURE OF GALL BLADDER OR DUCT. 
Case 1.—A. C. D., aged 53. Four years ago, I am informed, | 


he had two attacks of colic. Aug..1, 1902, had an attack that 
resembled biliary colic. In each instance recovered promptly, 


with no evidence of gallstone in the intervals. 
On September 1 last I was called at 2 a. m. to see this pa- 


tient, who was suffering. severely from colic, with greatest pain 
over gall bladder. He was given a hypodermic of morphia and 


atropia, hot applications to abdomen. He became easier and — 
1 returned home. Two hours later I was again called. He 
had been vomiting and his pain was now excruciating, and 


there was marked rigidity of abdominal muscles, with decided 


localization of pain under the right costal arch. I believed 
perforation of gall bladder or duct was imminent or had oc- 
curred. I returned at 8 o’clock, when his temperature was 
102%; rigidity of muscles increased, with increasing tenderness 


over right epigastrium to vicinity of appendix. I advised im- 


mediate operation, but called Dr. Leonard Freeman in con- 


‘sultation. He thought there was evidence of gall bladder dis- 


ease, but that the appendix was the main source of trouble, 
and also urged immediate operation, but I could not get the 
patient on the operating table before 3 p. m., when patient’s — 


temperature was 10314. Appendix was first removed. It con- 


tained no pus, but was cystic and ruptured at apex. Bile 
flowed freely from this wound as soon as peritoneum was 
opened, which demonstrated what I suspected. An incision was 
made immediately over gall bladder and bile escaped freely 


in larger quantity, with some thick grumous bile-stained ma- 


terial. Several gallons of warm salt solution were used in the 


abdomen through both wounds before the water escaped free 
from bile. The abdominal wall was fat and very thick. The 


gall bladder was collapsed completely and could not be brought 


into the wound nor into good view. No stone could be felt 
in the ducts. The patient had a weak (probably fatty) heart, 


and his condition was so bad under anesthesia that death 
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seemed imminent; so the operation could not be prolonged, 
though he was on the table little less than an hour. The exact 
location of the rupture was, therefore, not determined. Dr. 
Freeman held the fundus of the bladder with forceps while I 
packed gauze well around it. His extreme condition necessi- 
tated great haste and an unsatisfactory conclusion of the oper- 
ation. In fact, we were greatly relieved that he did not die 
on the table. He reacted fairly well. His temperature de- 
clined to 99 for two days and then fluctuated between 99%4 
and 101144 for two days more, when he died from septic peri- 
tonitis. His heart remained weak, and nausea vomiting pre- 
vented any nourishment by stomach. I regret very much that 
I did not have the privilege of a postmortem to complete this 
report. | | 


‘The fact that the pain was greatly increased im- 


mediately after the severe spell of retching (due partly 
to drinking warm water), with increased local tender- 
ness, rigidity of abdominal muscles, increased fre- 
quency of heart action and fever, strongly indicates that 
the vomiting was the cause of the rupture. | 


If Courvoisier’s law be correct, that obstruction of 


the common duct by a stone does not, as a rule, pro- 


duce distension of the gall bladder, but that obstruction 


from other causes does, then this case must, in all prob- 


ability, be regarded as an exception; for the large 


quantity of escaped bile observed shows there was 
marked distension. The history of the case, with which 


I have been quite familiar for several years, has never 


indicated malignant disease of the parts nor complete 
obstruction from stone or other cause for any great 
length of time. The attacks of colic certainly indicated 
stone, but, as is well known, it may not have caused 


complete obstruction, unless of -a very recent date. 


There was never decided icterus, but at times slight di- 
_ gestive troubles, with staining of the conjunctiva. — 

_ Obstruction of the cystic duct alone would have shown, 
of course, simply a clear secretion of the gall bladder. 
Acute cholecystitis does not usually produce jaundice, 
but does cause distension of the bladder. A stone in the 
common duct might by ball-valve action, as shown by 
Fenger, permit intermittent evacuation of the bladder, 
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| 

| 

| 


and this was probably an instance. There were no 
symptoms of an inflammatory or ulcerative condition 


| preceding the illness. : 
i | The recent interesting experiments of Erhardt on 
| animals in dividing the common and hepatic ducts and 
i permitting the bile to discharge freely into the peritoneal 
i cavity show conclusively that healthy, sterile bile will not 
he produce peritonitis, and that bile infected with the 
det colon bacillus does. In the former case the animals 
Vee finally died of cholemia; in the latter from septic peri- 
we tonitis. These conclusions are sustained by clinical ex- 
‘ad perience in the reports of cases of traumatic rupture of 
id gall bladder and hepatic and common ducts in man. _ 

1 ie Many individuals live for years or a life time with 
Th _ bladder stones without pain or indication of their ex- — 
Wale  istence.. But when their presence is indicated by attacks — 
ai , of colic or jaundice, no time should be lost in operating, 
| J as early operation is more favorable to ee 

_APPENDICITIS. 
briefly two recent cases of 


cause of the interest connected witht drainage and 


phagocytosis. 


Case 2.—W. Y., aged 87, affected with abdominal 
pain at 3 a, m., Aug. 14, 1902. I saw him at 7 p. m. of same 
day. Pains very acute; abdomen not distended and all muscles 
hard and rigid. Sent to hospital and I operated at 9, eighteen 
hours from beginning of sickness. As soon as peritoneum was 
opened, half a pint of sero-purulent fluid escaped. Appendix 
was strictured by band near cecum and ruptured at apex. 
It was removed and stump pouched. With long forceps I 
pushed sterile gauze to the vesico-rectal cul-de-sac and as much 
more sero-purulent liquid escaped from the wound, none of it 
offensive. The cul-de-sac and region of the stump were cleaned | 
with dilute peroxid of hydrogen, followed by salt solution— — 
lymph being wiped from coils of the ileum with gauze. A strip 
of iodoform gauze was applied to the most dependent part of the 
pelvic cavity and another from the stump, and the small wound 
closed around the gauze strips. — 

The gauze was removed at the end of 36 hours. There was 
not a drop of pus anywhere. Two stitches were now inserted 
and the wound closed perfectly. From the hour of the opera- 
tion his recovery was rapid and uneventful, without a single 
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untoward feature, and not a dose of medicine was given. The 
post-operative history would ae that drainage was not 
necessary. 


CasE 3.—O. H., Quester, N. M., aged 22, taken with ap- 


pendicitis Nov. 11, 1902, brought to Denver by his physician, 


Dr. R; R. Green, and placed in my charge. Patient much bet- 


ter on arrival. Pulse and temperature normal, no tympanitis, 


tenderness over appendix, but no tumor perceptible on palpa- 
tion. I have not infrequently found that when an appendicitis 
patient is manifestly better on the third or fourth day that it 
was good policy to defer the operation a short time. This was 
done in this case. His bowels were evacuated with enemas — 
and no food given by the stomach for three or four days. He 
had vomited considerably in the first two or three days of 
sickness. He was fed lightly by rectal enemas of peptonized 


7. operated on the 17th of N oveiiibite: when there was not a 
single symptom of appendicitis except a slight tenderness on 


deep pressure, yet the appendix enveloped in omentum con- 


tained a small quantity of pus and was gangrenous, the gan- 
grene involving a spot of the cecum at base of appendix as 
large as the little finger nail. The stump was pouched by a 


double purse-string suture, the first perfectly inverting the 


gangrenous spot of cecum. The omentum removed with the 
appendix and abdomen closed without drainage. Examined 
wound on the fifth day, though pulse and temperature were 
normal, and finding evidence of pus, opened ‘skin wound when — 
fecal matter was freely discharged, I infer, from sloughing of | 


_ the small spot of gangrene. Fecal discharge ceased in two or | ; 
three days, wound soon healed, and a returned home in 
three weeks. 


‘This was a fortunate termination and not devoid of a 
useful suggestion. Drainage from the stump, though it 
was perfectly inclosed, would have been a safeguard. 


— But it would be better surgery, in a similar case, to 
remove all gangrenous tissue by excision, even though | 
it involved the entire thickness of the intestinal wall, 


closing the gut in the usual way. ee would not 


then be indicated. 


When in doubt, in a dirty case, with perforation and 
extravasation, as to whether the abdomen is perfectly 
cleaned, is it ios to dispense with drainage? Some 
surgeons, under the teaching of Metschnikoff, now in- 
sist that drainage material is more damaging to peri- 


toneal resistance than a little pus, which can safely be 
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78 RUPTURE OF THE GALL BLADDER. 


entrusted to the battle of the leucocytes. I am not 
satisfied with the soundness and wisdom of this teach- 
ing, though the purpose and action of leucocytosis is 
admitted. ‘There is always interest in the warfare of 
pathogenic bacteria when invading the territory of the 
phagocytes. A wise general will always atiack the 
enemy’s base of supplies, knowing that if he succeeds 
the army will be starved or whipped to death. The 


wise surgeon will always cut off the march of bacteria 
by destroying their source of supplies, the focus of in- 


fection, and the phagocytes will do the balance. This 
is Nature’s weapon of defense. If drainage forces an. 
outlet to offensive bacteria in accordance with well-de- 


fined surgical principles, it must still be used in appro- 


priate cases. If the material used should impair the 


power of the phagocytes, though in a relatively less de- 
gree, it would be no argument against drainage in cer- 
tain abdominal operations. I do not think it has been 


shown that the evil is equal to the benefits. I am satis- 


fied that I have saved some patients after peritoneal ex- 
travasation by the liberal use even of gauze for drain- 
age. In abdominal operations drainage imperils the 


integrity of the abdominal wall, therefore predisposes | 
to hernia. It should consequently. be dispensed with as 


soon as possible. But in the enthusiasm for new 
_ theories and facts, in a justifiable belief in the efficacy 
of hyperleucocytosis, it is not wise to hastily discard | 


surgical procedures which have stood the test of abund- 


‘experience. 


ACUTE YELLOW ATROPHY OF LIVER. 


The following case of acute yellow atrophy of the 
liver I report i in the hope of promoting interest in a dis- 
ease so very rare that Osler, in a recent work, declares 
that in a “varied and extensive postmortem and clinical 


experience no instance has fallen under my observation” ; 


and so fatal that in a recent bibliography of the subject 
it is stated that reported recoveries were more probably : 
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mistaken diagnoses. It occurs usually between 20 and 
30 years of age. 


Casr 4.—K. M., aged 20. Married 18 months previous to 

confinement, which occurred in September, 1902, two weeks 
sooner than expected. Membranes ruptured 36: hours before; 
presentation and labor were normal. Infant well formed and 
healthy, weighing seven and one-half pounds; appetite, pulse, 
temperature, in fact, all conditions local and general seemed 
perfectly normal until the third day, when appetite disap- 
peared, stomach irritable, with nausea and vomiting on taking 
food; and in the evening of the day slight momentary wander- 
ing, delirium was reported by the nurse; temperature 99 and 
heart action slightly increased in frequency, though at all 
times it was slightly weaker than usual. There was no evi- 
dence whatever of peritonitis or inflammatory trouble in pelvis 
or elsewhere. There had been no history of liver disease at 
any time, nor any evidence of it at the present hour. The next 
morning at 9 o’clock general icterus was manifest, the patient 
decidedly weaker, objecting strenuously to being disturbed for 
any purpose whatever, complained only of being tired, dis- 
posed to sleep, with growing stupor or coma. While the nature 
of the disease was now suspected, the lochia being quite of- 
fensive and temperature 9914, it was deemed a prudent measure 
to irrigate the uterus. This was done in a few hours, but did 


not affect the steadily increasing coma, and the patient died 


at 9:30 p. m., the fourth day after confinement. 
~ In consultation with Drs. W. A. J ayne and E. A, Scherrer 
during the day it was the consensus of opinion that malignant 


jaundice existed. Postmortem 16 hours after death. Every 
tissue and organ was stained a deep lemon color; the liver 


atrophied, weighing two and a half pounds; and the heart soft 
and fatty and walls thin. Kidneys and spleen practically of 
normal size and consistency; gall bladder very small, containing 
hardly a teaspoonful of liquid; the large ducts unobstructed. 


Following is the report of the pathologist, Dr. W. C. 


Mitchell; 
- “The heart muscle, kidney and portion of liver which were 


received from you on Sept. 15, 1902, were carefully examined | 


and I have the following to report: 

| “Heart: Portions of the heart muscle teased out, stained 
with osmic acid and examined in salt cornea showed distinct 

fatty degeneration of the muscles. 


“Liver: The liver cells showed all eras of degeneration 


from granular cloudiness to complete fatty degeneration. 
“Kidneys: No change observable other than the intense yel- 
low staining of the sections as observed in salt solution prep- 
arations. 
“The heart and liver findings correspond exactly with those 
found in acute yellow atrophy of the liver.” 
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DISCUSSION. 


The real cause of this disease is not known. I can 
vouch for the natural, healthy childhood of this patient. — 
She never before had a serious illness. Her brief mar- 
ried life was one largely of travel, ease and luxury. Her 
form was slight and delicate, and her appearance in- 
dicated anemia. Her pregnancy was not attended with 
albuminuria, stomach disorders nor any known dis- 
eased condition whatever. 


It is a fact that of the two or chaee hundred reported 


cases, 60 or 70 per cent. occurred in women, 50 per cent. 
pregnant, usually resulting in premature labor and the 


death of the child as well as the mother: The child in 


this instance is living and healthy. There is no specific 


history in this case. In the September issue of Pro- 


gressive Medicine, page 211, the statement is made that 
in 42 cases reported the disease occurred during treat- 


ment for secondary syphilis and was due to the specific 
infection. With our present knowledge the value or 


truth of this statement may be questioned. The size 


of the liver is no indication as to the duration of the : 


_ disease, though it is the chief organ involved. 


Whether the condition is primarily a general infec- 


tious disease of a rare and unusual nature, or primarily a 


local infectious disease of the liver is not known. The 


suggestion of an intestinal origin has no distinct founda- 


tion. The resemblance to phosphorous poisoning is 
striking, though differing in important particulars; and 
while the urine of both may contain leucin and tyrocin, 


they are more constant in the former disease. Evidently 
the disease is rapidly diffused through the circulation, — 


and future investigations will probably disclose a bac- 
terial origin and nature. 


DISCUSSION. 


Dr. Lewis SCHOOLER, Des Moines, Towa—Mr. President: I 
wish to saw a few words on this excellent paper. My experi- 
ence with yellow atrophy of the liver is confined to one case. 


The patient, 55 years of age, was seen in the practice of the 


late Dr. Stoner of Des Moines. The man was in bed for about 
three weeks before he died. The description of the case, so far 
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as the color of the tissues mentioned in Dr. Grant’s paper 
are concerned, is the same. There was no history of syphilis. 
The man was a painter by occupation; he had always been 
reasonably healthy, and came from a healthy — with a 
_ good family history. 

At the autopsy the liver was found about one-half of its 
normal size and intensely yellow. There was no affection of 
the gall bladder or of the bile ducts. There were no gallstones 


present. There was no pain referable to the liver. I saw the 


patient in consultation about ten days before death ensued, and 
was present at the autopsy. Dr. Stoner was a competent 


pathologist, and microscopical examination confirmed the view 


of the case as to its being one of yellow atrophy of the liver. 


Dr. GRANT (closing the discussion)—I think that if - 


chloroform produced yellow atrophy of the liver, it would 
- have been known definitely long ago. As a matter of fact, the 
condition, according to the investigations of all men, resembles 
phosphorus poisoning, and how chloroform could affect the 


liver in this way I do not understand. If chloroform in some — 


way releases some toxin or produces it, it would be valuable for 


us to know. I do not think there is any evidence at hand 
_ to show or to prove that chloroform can possibly have any such 
effect, and I believe it has absolutely nothing to do with the 


condition known as acute yellow atrophy of the liver. - 


CHRONIC ‘PANCREATITIS AND PANCREATIC 
CYST. 


BYRON B, DAVIS, MD. 


Professor of Principles of Surgery and Clinical Surgery, College of 


Medicine, University of Nebraska; Surgeon to fmmanve! © 
and Wise Memorial Hospitals, ae 


OMAHA, NEB. 


As a preliminary to a discussion of some controversial 
points pertaining to the surgery of the pancreas, brief 
reports of two cases recently operated on will be given. 


Case 1.—Mrs. I, widow, aged 64. Nothing discovered in 
the family history or the personal history previous to the 


present illness which seemed to have any bearing on her 


condition. 
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82 SURGERY OF THE PANCREAS. 


. She first came to my office in July, 1902, an emaciated 
woman, with very white hair and having the appearance of 
premature old age. She stated that her health had always 
been good until the spring of 1901, when she lost appetite and 
began having pain in the epigastric region, with nausea and 
vomiting. The pains were paroxysmal, but some pain and ten- 
derness were always present. She grew steadily worse and lost 
weight rapidly. Her abdomen became greatly distended, and 
she was taken to one of the most progressive surgeons of the 
country, and he made an exploratory incision and closed the 
abdomen after making an examination. 

As soon as able to be removed she was taken home and 
her condition continued as before for a period of four months. 
Her sister stated that she vomited almost constantly, and one 
night about six months before I saw her she vomited a large 
quantity of blood and it was not thought possible for her to 
survive the night. But soon after this her appetite returned, 
her vomiting almost wholly ceased, and she began to gain 
strength. Her progress since then has been slow, but steady, so 
far as strength is concerned, but a tumor was soon after 
discovered in the region of the umbilicus and this is stated 
to have been growing rapidly ever since. She complains that 
it is always tender and its weight is a burden to her. ae 

On examination a hard tumor, giving a sensation of 
obscure fluctuation, was found on a level with the umbilicus,  — 
the greater part of it occupying the right half of the abdomen. 

_ It was at least seven inches in diameter, somewhat nodular 

movable in every direction, but not uterine 

fibroid was present. 

Not wishing to operate until all ociiaibhe information had 
been secured bearing on the case, she was advised to go home 

and return later. In the meanwhile I wrote to the surgeon 
who had made the exploration, and he very kindly wrote me 
that she had had ascites and the diagnosis when the abdomen 
‘was opened was “uterine fibroid and malignant disease of the 
_ pancreas, with secondary involvement of the gall bladder.” 

Oct. 1, 1902, she returned to me, most urgent in her demands 
that another operation be done. Since her previous visit 
she had gained weight, looked stronger, but the tumor had 
distinctly increased in size and was becoming still more a 
‘burden to her. Deeming her improved general health incon- 
sistent with the existence of a malignant: growth, an explora- 
tory operation was decided on. No ascites was present. She 
was kept under observation a week before doing the explora- | 
tion. Her urine was repeatedly examined and found normal; 
no sugar could at any time be discovered. Her feces were 
daily inspected, and no oil or muscle fibers could be found. 


Oct. 8, 1902, operation in Wise Memorial Hospital. As 
soon as the abdomen was opened it was apparent that we had 
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to deal with a pancreatic cyst. It presented between stomach 
and transverse colon, the gastro-colic omentum being tightly 
_ stretched over it and adherent to its surface. It was opened 
at this point and two quarts of light-colored flakey fluid 
evacuated. The wall was very thick and seemed to be con- _ } AE 


: 


Ke 


stituted in part of compressed gland tissue. : A at t 

The gall bladder, being found to contain a number of stones, fy { Hl 
was opened, the stones removed, a rubber drainage tube intro- Peal: 
duced, and the viscus stitched to the parietal peritoneum at ae |! 
the upper end of the incision. on 


A rubber drainage tube was also introdu into the cavity at 


of the cyst, the borders of the opening into the cyst stitched 


to the parietal peritoneum a little lower down and the re- sali oe 


in spite of all that could be done. Washing out the stomach, = | ae 
stopping the food and every other expedient were alike un- fies 
availing. The mere suggestion of food would cause her to — oa Bt ie: 


mainder of the abdominal incision closed. oh 

There was some shock, from which she quickly rallied, and ee! 
her condition was all that one could have desired for one week. Ba) 
Temperature and pulse were practically normal all this time, Dacha, 
appetite fairly good and no nausea or vomiting. Bowels Bia | 
moved nicely, was not troubled with gas, and both drains were Deiat | 
working well. 

The eighth day after the operation she began to ‘iilitete ate) 
of nausea and a loathing for food. Feeding per os was sus- hy 
pended and nutrient enemata substituted. In a day or two a i 
the rectum became irritable and gastric alimentation was ie)! 
resumed. This soon started her to vomiting and it persisted ini) 


vomit. At first little came from her stomach, but towards the | dees) 


last the dirty greenish vomit was eructated in large quantities. | Bie 
Rectal alimentation was never satisfactory, the rectum re- . mie 
jecting whatever was thrown in. At no time was the abdomen 3 : | mie 
tympanitic or tender; on the other hand, it was flat, could . , Cae | 
almost be described as scaphoid. Her temperature occa- 
_ sionally rose two or three degrees, but most of the time was | 
-subnormal. 
This condition continued until October 31, twenty-three days ae 
after the operation, when death came. No examination what- | Bit ba 
ever was allowed, and this is to be greatly regretted, as a ; a 
thorough postmortem might have thrown light on the case. = | Big 
That death was due to starvation I feel certain, but the con- | ee 
dition present to produce the loathing for food and emesis = | 
_ is not so easily understood. Before death the cyst cavity had | is si ee 
nearly closed, and the drainage from the gall bladder was ne Beit bat 
free and unobstructed. | 
Case 2.—Mrs. G., married, aged 27, one child, aged 18 months. __ ye 
Good family history. Patient has never been very strong, but ae 
has had no severe illness until the present, which began : a 
about Thanksgiving Day, 1901; nausea, vomiting, epigastric 
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pain, intestinal cramps, chilly sensations, with more or less 
fever. 

Jan. 6, 1902, she was much worse, vomited incessantly, pain 
only controlled by opiates, and bowels so obstinately con- 
stipated that she was taken to the hospital Jan. 9, 1902, when 
I first saw her, with the diagnosis of obstruction of the 
bowels. In consultation with Drs. Vance and Christie, who had 
previously seen her at her home, an immediate exploratory 


incision was decided on. Her temperature on entering the 


hospital was 98 and pulse 130. A tumor could be seen slightly 
above the level of the umbilicus and slightly to the left of 


the median line. It was oblong, four or five inches in its 


transverse diameter, and not more than half as long in the 
opposite direction. The tumor was slightly movable and had 
only existed, as far as could be ascertained, a few days, but 
this statement was not given much weight, as we all know 


_ that many new growths have been in existence for a long time 
before discovered. 


The diagnosis was discussed briefly tetore. the operation . 


malignant disease of the greater curvature of the stomach, 


or the transverse colon, and a tumor of the pancreas being 


considered most probable. It is fair to state. that all of us 


were inclined to consider that malignant disease of the trans- 
verse colon would best explain the obstructive symptoms. 


Incision was made from near the ensiform cartilage almost to 
the umbilicus. At once it was apparent that the tumor presented 
between the stomach and transverse colon, the latter being — 
pushed down and bent to such an acute angle that we were > 
all convinced that this had produced the obstruction. : 


The tumor being behind the gastro-colic omentum, this mem- . 
brane was split by an incision between the arteries, and the 


pancreas, at least six times its normal weight, could be 


plainly seen. It was intensely vascular, and so hard that I 
immediately decided that it was malignant. To be sure that — 
no fluid was within an exploring needle was carefully intro- 


duced at the most prominent part, but the only result was such 


a free hemorrhage that great difficulty was encountered to get 


it stopped. The slit in the gastro-colic omentum was sutured, 


the transverse colon lifted up and put into the best available 
position to relieve the obstruction, and the abdominal incision 
closed. 

Within twenty-four hours the bowels moved and the vomit- 
ing had become much less, though vomiting continued more 
or less as long as she remained in the hospital, fourteen 
days. 

During the spring and summer for several days at a time 


vomiting has ceased, appetite improved, and strength in- 


creased, only to be followed by a general aggravation of all 
the symptoms. At no time after the exploratory incision 
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have obstructive symptoms occurred, or has she been in quite | 


as desperate a condition as when the first operation was done. 


In the summer she visited Chicago, and while there consulted 
two prominent surgeons of that city. One of them told her 
nothing could be done, the other wrote to me to get further 
- information, and it was decided that I was probably mistaken 
in supposing malignant disease to exist, and that drainage of 
the gall bladder offered the best chance. 

Accordingly, Sept. 9, 1902, she again entered Immanuel 
Hospital. The tumor at this time was not quite so large as 
before the previous — but was still very hard and 
prominent. 


Operation September 1 0. Incision at outer border of rectus 


muscle. Gal] bladder, apparently normal, was opened. The 


pile a little thick, and with an abnormal amount of mucus. 


_ Drainage established, usual manner. Vomiting was quite. 
‘persistent for several days, but she grew better and went to 


her home September 22, continuing the drainage. 


From this time she has been under the care of Dr. Vance, 
and I have only seen her a few times. A month after she 
left the hospital the tumor could only with great difficulty 
be felt. Had its exact position not been known, it would 


probably have been overlooked entirely. In the meantime 
she had been feeling well and gaining flesh and strength. | 
In the latter part of November she was again seized with 
pain and vomiting, as before. The tumor became suddenly 
- almost as large as ever, and all her symptoms were the exact 
counterpart of what they had been before the second operation, 


when she had her severe attacks. The vomiting soon ceased, 


the pain became better, and she has been improving since. 


Day before yesterday, December 27, I examined her. The | 


drainage of the gall bladder continues. In examining over 


the epigastrium I entirely failed to find the tumor until she 
pointed out a patch of tenderness a little to the left of the 
median line, and an inch above the level. of the umbilicus, 


where, by making deep palpation, it was possible to detect 
a slight area of increased resistance. . 

I believe the recurrence of her violent symptoms in November 
is easily explained. Either a fresh ascending infection through 
the pancreatic duct occurred or obstruction of the duct by a 
plug of mucus in the diverticulum of Vater. The rapid sub- 
sidence of the swelling seems to show that the free drainage 
is of the greatest benefit in this disease. 

To guard against another accident, I instructed her to be 


extremely careful in maintaining the cree in an aseptic 
manner. 


From present indications I believe she will recover. It will 


be necessary to continue the drainage of the gall bladder until 
the pancreas has wholly recovered and can not be felt or give 
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86 SURGERY OF THE PANOREAS. 


a sense of tenderness on deep palpation. Then I expect to re- 
move the drainage tube and allow the fistula to close. 


Feb. 16, 1899, Dr. Reginald Fitz of Boston delivered 
the Middleton Goldsmith lecture before the New York 
Pathological Society. The subject of that address was 
“Acute Pancreatitis.” The accumulated mass of frag- 
mentary reports of the century was sifted and from his 
extensive clinical and postmortem observations Dr. Fitz 
was able in a masterly manner to present this subject 
to the medical world. It is a classic, and all the facts 
elicited since in this now extensively worked field have 
added little to the conclusions reached at that time. 
Almost every observation has been confirmatory of the. 
correctness of Dr. Fitz’s reasoning. This essay gave 
scientific cohesion to a lot of previously unclassified . 
facts, and furnished an incentive for the encouraging 
amount of progress which has recently been made in this 
promising field of surgical activity. | 
| A debt of gratitude is also due Mayo Robson for prac- 

tical information on the surgical phases of chronic pan- 

-creatitis, and in our own country the clinical and patho- 
logic sides of the ‘subject have been greatly elucidated 

by Opie of Johns Hopkins, and especially by. W. J. Mayo, x 
not to mention other active workers. 
_ A good deal of speculation had been indulged i in to ex- 

plain the etiology of pancreatitis, but the present status — 
of opinion seems to be in accord with the views expressed. 
by Robson in the British Medical Journal, of May 11, 

1901, that the essential and immediate cause of the 
various forms of pancreatitis is bacterial infection. 

The determining or remote causes are believed to be 
biliary and pancreatic calculi; injury; gastro-duodenal | 
catarrh; ulcer and cancer of the stomach, pylorus or 
duodenum and zymotic diseases, such as typhoid fever 
and influenza. 

Opie is in the main in accord with Robson as regards 
the etiologic factors, though he seems firmly of the opin- 
ion that toxic substances in the blood are often causes 
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and considers the chronic form of the disease often 
analogous to chronic interstitial nephritis. Chronic 
arteriosclerosis he found present in four of his twenty- 
nine cases, and the pancreatitis in these cases was only 
of a moderate grade, characterized by an increase of 
fibrous tissue in the interlobular stroma. Syphilis and 
alcoholism are also regarded by Opie as occasional fac- 
tors. 

A biliary stone in the diverticulum of Vater, if small, 
may divert the current of the bile into the pancreatic 
duct, and this will cause pancreatitis, while a larger 
stone in the same location may cause obstruction of the 
pancreatic duct. On the other hand, a large pancreatic 
calculus lodged in the duct of Wirsung may not only 
produce obstruction to the pancreatic fluid, but all the 


biliary symptoms of stone in the common duct, the ob- _ 
struction being caused by pressure on the common duct 


where the two ducts are close together just before they 
coalesce in the diverticulum of Vater. 


Arnozin and Vaillard are of the opinion that the rea- 
son why obstruction of the pancreatic duct causes pan- 
creatitis is due to the irritation of the ferments Leen’ 


in the retained secretions. 


It has been found that in about one-half of the dissec- 
tions. made the duct of Santorini not only does not 


come obsolete, but remains sufficiently patent to convey 
all the pancreatic secretion to the duodenum. It must 


be supposed that where this duct is patent mere obstruc- — 


tion of the duct of Wirsung will not determine a pan- 


creatitis, the obstruction resulting in no symptoms un-— 


less an ascending infection supervenes. _ 

_ From my own observations I had been led to regard 
excessive vomiting as one of the cardinal symptoms 
of inflammation of the pancreas, since in both my 
cases this was the most distressing symptom, but 
Opie thinks otherwise. In some of his cases he considers 
that the vomiting preceded the pancreatitis, and was de- 
pendent on gastritis, duodenitis, cholecystitis or ulcer 
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88 SURGERY OF THE PANCREAS. 


of the stomach, and that the pancreatitis was the result 
of an ascending infection and only secondary to the 
pathologic condition which determined the vomiting. 

In both my cases of disease of the pancreas the urine 
was carefully and repeatedly examined for sugar, and 
none was found. On that head Opie has examined care- 
fully and seems to have concluded that in the inter- | 
lobular form of inflammation glycosuria is absent. In 


all the cases in which sugar was found in the urine, 


postmortem examination showed the form of pancreatitis 
to be interacinar. In four cases of interacinous pan- 
creatitis in which sugar was found in the urine, he de- 


termined that the islands of Langerhans were affected. 


In the one case of interacinous pancreatitis in which no 


glycosuria was found, the pathologic examination proved 


that the islands of Langerhans were almost wholly 


unchanged. From this the inference is strong that in- 


volvement of the islands of Langerhans must be pres- 
ent in order to provers the presence si sugar in the 
urine. 


If this fact, on further observation, is sulistantiated 


it may aid physiologists in finding the exact relation- 
ship of the bodies of Langerhans to the rest of the 


gland. At present there seems to be considerable con- 


_troversy as to their function, some believing that these 


bodies are only immature secreting cells, while others re- 
gard them as having an independent secreting function. 
Should further observation verify that of Opie that dia- 
betes is only present when the bodies of Langerhans are 
broken down, it would appear as if their function had 
to do with the conversion of saccharose into maltose or © 
dextrose or to complete the sasha dase action of the pan- 
creatic juice. | 

Fatty stools and undigested miibie fibers were both 
carefully looked for in my cases, but not found. As 
far as can be ascertained from a study of the cases re- 


ported in the literature, the theoretical belief that the 


important indication of disease of the pancreas would be 
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fatty stools, glycosuria and undigested muscle fibers have 
not been often found to be true. Whether even in pro- 
found inflammation there is still enough pancreatic juice 
formed to furnish the three enzymes, trypsin, amylopsin 
and strepsin, or whether in the event of these ferments 
failing, the ferments of the stomach and intestines are 
correspondingly increased in quantity and act —. 
in their stead, remains to be proven. 

All yet known of the matter is that the iba ies 
tests of the feces and urine, which theoretically would ap- 


pear to furnish exact evidence of the state of the pan- 
- ereas, have been found practically valueless, and the 
clinical symptoms and physical signs have to be de- 


pended on in ‘Giagnosis of pancreatic dis- 
ease. 

_ Another point on which I wish to be stress. is, that 
chronic pancreatitis is very like malignant disease in 
its appearance to the naked eye and to the palpating 

finger. In both the cases I report the error of thinking © 
malignant disease was present was made. If I was 
ever positive of anything it was that the pancreas over 


which the exploratory incision was made was malignant. 


The organ had that characteristic woody hardness which — 
we expect in carcinoma. The same error has been so 
often made that it does not seem proper to consider any 
case of hardened pancreas malignant unless there are 
secondary evidences in the form of metastases that can 


not be mistaken or the microscopic examination is con-— 


clusive. 


The treatment of chronic panoveatitie by drainage of 
the gall bladder is yet in its experimental stage, but 
seems based on the most approved surgical principles. 
The results have more than borne out what on prior 
- grounds we would expect. If a considerable number of 
these cases is found to result from general arterial 
sclerosis, syphilis, alcoholism, etc., there are likely to be 


a good many uncured by gall-bladder drainage. 
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All cases due essentially * infection, whatever its 
| source, or to simple obstruction, ought to be amenable 


to cure by aseptic drainage if continued long enough. 


7 DISCUSSION. 


Dr. M. L. Hanis, Chicago—Mr. President : I had the pleasure 
Of seeing one of the cases Dr. Davis reports, and I desire to 
_ make a few remarks concerning it. I believe it was the second 

case, one of chronic pancreatitis. The woman consulted me in 
Chicago, and I had an opportunity of examining her daily for 
about three weeks. During this time I made my examinations 
as thorough as possible. She told me what had been found 
at the exploratory operation, which Dr. Davis mentioned, and 
I wrote him concerning it. I made daily examinations of the 
urine of this patient to determine the presence of glycosuria. 
No sugar was ever found in the urine. I gave her 100 grams 
of glucose,, and collected all the urine passed in twenty-four 
hours, showing that, as far as the glycogenic function was con- 
cerned, the pancreas was perfectly competent. I made repeated 
examinations of the. blood, and there was no indication of 
changes in the blood, excepting those of a mild anemia and, 
from my examinations, I was forced to conclude that malignant 
trouble must be excluded from the diagnosis. I felt sure it was 
a case of chronic pancreatitis, and reconemenned operation on 
the gall bladder. — 


There is one point to which I desire ‘i call attention, namely, 
the frequency with which stomach troubles precede chronic 
-pancreatitis. This point should be more forcibly emphasized 
than it has been. It is possible that some cases of stomach 
trouble, ulcer of the duodenum, etc., precede chronic pan- 
_creatitis, and the latter may be the result of infection. 


As to drainage of the gall bladder, this was resorted to in 
twenty-four cases, with twenty-two recoveries (Mayo Robson). 

Dr. Donatp MAcRAE, JR., Council Bluffs, lowa—I would like 
to ask Dr. Davis or Dr. Harris how drainage of the gall bladder | 
‘would prevent infection from the duodenum. 


Dr. DAvis. (closing the discussion)—In reply to the question 
of Dr. Macrea, if ascending infection has already occurred at the 
time we institute drainage, we simply drain this infected 
cavity in order to get rid of the infection, just as we would 
drain an ordinary abscess cavity. We get indirect drainage — 
from the pancreatic and common duct through the gall bladder. 

There is one point I wish to emphasize, and that is this: 
If you open the abdomen and find apparent malignant disease 
of the pancreas, do not close the wound unless you are sure 
the pancreas is malignant, because in this case it felt to me 
exactly like carcinoma. That characteristic woody hardness 
was present. But there should be an absolute indication of 
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malignancy, and you should not look on the case as malignant 
until there are secondary indications, as, for instance, some 


glandular infection, which will make the case unmistakably 
clear. 


GUNSHOT WOUNDS OF THE STOMACH, WITH 
REPORT OF CASE. 


J. W. ANDREWS, M.D. 
MANKATO, MINN. 


On March 7, 19 02, little Joe Reichel, age eleven years, 


returned to his home at 930 Marsh street, city of Man-. 
kato, from school, about 4:30 p. m. Like most boys of | 


that age, he returned from school hungry, and | went to 
the pantry and ate a substantial luncheon of meat, po- 


tatoes, bread and cake. He then went out to play with » 
a neighbor’s boy, who had a revolver of, I think, ~ 
32 caliber. About 6 o'clock p. m., or possibly 
a little later, the revolver in the hands of the 
neighbor boy was accidentally discharged, and 


the bullet passed into little Joe’s body. The boys 


were but a few feet apart. The bullet entered the body 
at the junction of the seventh rib with its cartilage, 


passed backward and a little toward the right to the back, 


passing through the left lobe of liver, the anterior and _ 


posterior walls of the stomach, and burying itself in the 


muscles of the back. The wounded boy was at once 


taken to his home and the family physician, Dr. E. D. 


Steel, was called. Dr. Steel, a well-known and very able 
physician of our city, at once recognized the gravity of 


the case and sent for the writer in consultation. | 
It was 8 o’clock before we reached the injured boy. 


We found him with a pulse of 120, temperature sub- 
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normal, some perspiration and other symptoms of shock. 
There was almost no bleeding from the external wound. 
The boy was restless, appeared distressed, and had vom- 
ited two or three times, each time vomiting blood, to- | 
gether with some of his 4:30 luncheon. St. Joseph’s. 

Hospital is about one-half mile from the residence, 
and it was 11 o’clock before we could get the consent of 


the parents for an operation, convey the boy to the hos- 


pital, and get him ready to put on the operating table. 
We had administered strychnia hypodermically and also 
morphia, so that his condition at 11 0 clock was not ma- 
_ terially worse than at 8 o’clock. . 


An incision was made in the median line beginning 
one and one-half inches below the ensiform cartilage. 
‘The first thing which caught my eye when I made the 
abdominal incision was the quantity of clotted blood, | 
largely, I think, blood from the wounded liver, as this 
was still bleeding. The wound in the liver was found to 
be cone-shaped with the base of the cone on the under > 
surface. I closed this wound from the under surface > 
with fine catgut sutures deeply buried and loosely drawn. 
As at this time there was very little bleeding from the 
anterior wound in the stomach, I turned my attention 
as rapidly as possible to removing all blood clots in view, 
ably seconded by my assistant, Dr. Lida Osborn. A 
small quantity of the stomach contents was found min- 
gled with this blood. I next closed the perforation 1 in the 
anterior wall of the stomach with fine silk, using only 
the Lembert suture. The bullet had not inflicted so 
large an opening in the anterior wall of the stomach as 
in the under surface of the liver; that is, it did not re- 


main, the reason for which is apparent to all. An ex- 
ploratory incision through the gastro-colic omentum at 


once disclosed the fact that the bullet had not remained 
in the stomach, but had passed through the posterior 
wall, as was evidenced by the clots of blood in the bursa 
omentalis. The exploratory opening in the gastro-colic 
omentum was enlarged, the lesser sac cleansed from blood 
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clots, with which were mingled some stomach contents. 
I then grasped the posterior wall of the stomach and 


brought it down so I had easy access to the posterior per- 


foration, which I closed with Lembert silk suture, in the 
same manner as I had closed the anterior wound. I did 


not flush the abdomen, but contented myself with mop- 
ping it out as well as possible by the use of sponge pads 


_ wrung out of warm normal saline solution. The abdom- 
inal wound was closed with silkworm. gut in the usual 
manner. 

The little patient rallied nicely from the shock, and 
dia real well for the first three days, when he began to 


fail, and died on the fifth day. The poaeon an showed 


that he died from septic peritonitis. _ . 
_ He was nourished entirely by rectal alimentation for 


_ the first three days, and then I began giving him light 


nourishment on the stomach, for example, lime water 


and milk and malted milk. Coincident. with the begin- 


ning of stomach alimentation, the isi began to grow 
worse. 


Two would it hie. better to 
have cleansed the peritoneal cavity by a thorough flush- : 
ing with warm normal salt solution instead of simply és 


mopping it out as best we could? 


Second, was the stomach alimentation begun on the 


third day in any way responsible for the boy’s death? 


To the first question, I can not be clear in my answer. 


- To the second, I would give a negative answer. I do 
not believe milk and lime water and malted milk taken 
into the boy’s stomach did him any harm. 

In civil practice, gunshot wound of the stomach is 
exceedingly rare. The surgeon is frequently called on 
to treat gunshot wound of the head and chest, but rarely 
of the stomach. There are good reasons for this. The 
stomach receives, as a rule, only accidental shots. A 
shot fired with intent to kill, as in murder or suicide, 
is never fired purposely at the stomach. For this pur- 


pose the head or chest, in the region of the heart, are — 
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94. GUNSHOT WOUNDS OF THE STOMACH. 


selected. Of course, it is much more frequent in mil- 
itary practice, but I have had no experience in that, and 
my paper is written entirely from the standpoint of civil 
practice) I have had a varied and fairly busy practice 
for the past twenty-five years, and yet I have had but 


two cases of gunshot wound of the stomach. Both were 
_ fatal. As I look over the literature of the subject I 


am surprised to find so little written on gunshot wound 


of the stomach. Many works on surgery, exhaustive on 


other subjects, devote one-half or one-third of a page, 
or possibly only a few lines, to this important subject. 
Dr. Ochsner, in his late and most excellent “Clinical 
Surgery,” devotes twenty-five pages to surgery of the 


stomach, but does not mention gunshot wound of that 


organ at all.. Dr. Senn, in his late work on “Practical 


- Surgery” (1902), devotes twelve pages to gunshot 


wounds of the abdomen, but dismisses gunshot wounds 


of the stomach with but few words. However, princi- 


ples are fixed and eternal, and the principles of gun- 


shot wounds of any one of the hollow abdominal viscera | 
apply with equal force to all others, whether they be 


bladder, stomach or intestines. 
-Diagnosis.—Assuming that the surgeon has a patient 


who has a gunshot wound in the region of the stomach, 
_ the first question he asks himself is, has the stomach been _ 
perforated? It is not always easy to determine whether — 
this be true or not; but usually the patient vomits and — 


vomits blood. When this symptom is present we can . 


feel almost certain that the bullet has passed into or 


through the stomach. Shock is of some value, but often 
misleading. A valuable diagnostic aid is the use of hy- 
drogen gas, as recommended by Dr. Senn, but this can 


stomach, and as my paper does not contemplate in- 
testinal perforations I will dismiss the subject of gas 
by the mere mention of it. 


Treatment. —Having made the diagnosis the surgeon 


- must decide a question of vital importance, one on which 
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mightily hinges the life of the patient. Shall the treat- 
ment be operative or palliative and expectant? If the 
projectile is large and the firearm is in close range, and 
the patient has recently taken food into the stomach, 
then there can be no question. The treatment should be 
operative, and immediately operative. I think all of 
_ these conditions were present in the case of the late 

lamented President McKinley. If the projectile is small, 

the range far, and the patient has an empty stomach, 

the line of treatment is not as plain. Dr. Senn says 
that gunshot wounds of the stomach inflicted by a small 
caliber bullet frequently heal without operative inter- 
ference. The same writer says: “Clinical experience 


and the results of experiment show conclusively that 


laparotomy should not be performed simply because a 


bullet has entered the stomach.” Dr. Warren of Boston, 
“Safer to make an ex-. 


equally good authority, says: 
ploratory operation than to wait for evidences of perfora- 


tion.” A ‘posaibility can not be counted on as a prob- 
ability. 


Army records show many recoveries from ainaieot 
wounds of the stomach without operation, but the 


wounds are inflicted with a small bullet at long range. 
Not so in civil practice; in this the wounds usually are 


inflicted by large bullets at short range. Since men in 
the profession with an international reputation do not 


agree as to an immediate operation I prefer to accept 


that which may seem less conservative, namely, an im- 
mediate operation in all cases where it is reasonably 
certain that the stomach has been perforated. The 


operation may be only exploratory, but I believe that 


an exploratory incision is fraught with less danger to 


the patient than to risk later developments which 
Exploratory operation enables — 


speedily prove fatal. 
_ the surgeon to secure bleeding vessels, if there be any, 
to remove clots of blood and (in importance second only 


to securing bleeding vessels) to remove from the peri- 
toneal cavity stomach contents, if there be any. If none 
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of these conditions exists the patient’s life has been but 
little jeopardized by the operation and the surgeon is 
relieved of much anxiety. Hence, I repeat, in gunshot 


wound of the stomach in civil practice when the evidence ~ 


is reasonably positive that the missile has perforated the. 
stomach, operate as soon as the patient can be-prepared. 


How to Operate-—Some good surgeons recommend 
washing out the stomach before commencing the opera- 


tion. Thig is a very questionable procedure, for it is 


very possible that some of the stomach contents will in 
this way be washed into the peritoneal cavity. The 
stomach can best be reached and manipulated through 
an incision three or four inches in length in the median 


line above the umbilicus. On entering the abdomen the — 


surgeon’s attention should first be directed to controlling - 


_ the hemorrhage. Second, to removing from the peri-— 


toneal cavity blood clots, and stomach contents where 
these are found. Third, to finding and closing wounds | 


in the stomach. Any method of closing these wounds, © 

or any form of stitch which will bring peritoneal sur- — 
faces well together,.and turn pouting tissue inward will __ 
- suffice. Wounds of the stomach if clean heal very ‘Teadily. 


If deemed wise, the omentum may be utilized in closing 
the wounds in the stomach. This is especially true 


where the perforations are large. Enderlen’s recent 


experiments have shown how omental tissue thus — 
utilized will undergo change and take on the structure 
of the stomach tissue. I quote from the “Year Book © 
of Surgery.” Enderlen has experimented extensively — 
to obtain repair of wounds of the stomach by means of 


transplanted portions of the omentum. He gives the _ 


results of his experiments on cats and dogs, and shows 


- that after excising portions of the stomach and closing © 


the openings by means of the omentum it (omental tis- 


gue) not only effectually closes the wound, but grad- 


ually assumes the character of gastric mucous mem- | 
brane. He found that well-developed gastric glands de- 


veloped in transplanted portions of the omentum. 
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I have had no experience with the purse-string suture 
so beautifully described by Dr. Senn, but theoretically 
this is a good suture to use and one easily applied. Cer- 
tainly the Lembert interrupted suture made with fine, 
strong, sterile silk, is a good one and can not well be 
improved’ on. Hemorrhage having been arrested, 
blood clots and stomach contents having been removed, 


and the wounds in the stomach having been closed, the 
toilet of the peritoneum engages the attention of the 
surgeon before closing the abdominal wound. This 
may be done by flushing or mopping. I have had some 
sad experience with flushing the peritoneal cavity in 


other laparotomies. The septic material is carried to 


remote parts of the cavity and new foci of infection 
implanted. It is now my universal practice to mop out 


well the soiled portions of the peritoneal cavity with 


soft sponge cloths wrung out of warm normal saline so- 
lution. The abdominal wound may be closed in the Or- 
dinary way with silkworm gut. 
Prognosis. —The prognosis in gunshot. wounds of the 
stomach is always grave. A very large percentage of 
these cases in civil practice die. They die either from 
hemorrhage or septic peritonitis. Even in military prac-_ 


tice these are very fatal wounds. In the war of the 


great rebellion, 87.72 per cent. of gunshot wounds of 


the stomach proved fatal. Military surgery furnishes 


very few cases of recovery from gunshot wounds of the — 
stomach. More than 90 per cent. of the cases attacked — 
- with septic peritonitis following gunshot wound of the 


stomach die within 48 hours. Perforations of the gas- 
trointestinal canal, sufficiently large to permit extra- 


vasation of its contents, are, with few exceptions, mortal 


wounds. 
DISCUSSION. 


Dr. W. W. GRANT, Denver, Colo.—Mr. President: There are 
two questions which have been asked by Dr. Andrews that 
deserve and should receive merited consideration at the hands 


of the surgical profession. — 
In reference to flushing, the principle which I think is ob- 
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served by most surgeons is that if the extravasation is not 
general, flushing should be avoided or not used, trusting to 
sponging to clean the parts, for the reason that you endanger 
the health of the peritoneum and extend the infection by 
flushing. Therefore, I should limit flushing to general infection 
of the abdominal cavity. I believe that to be the well- 
established surgical principle to-day. Flushing is useful in 
relieving shock, and for that purpose normal salt solution is 


of the greatest advantage. 


In reference to the other question, I sii dissent from the 


author of the paper. If there is any ‘surgical principle that 


is well established, it is that any hollow viscera that has 


been penetrated by a foreign body should be put at rest and 


kept so, if it is possible to nourish the patient without it. If 
modern surgery teaches anything, it is in a case of bullet wound 
of the stomach no food should be put into the stomach until 
some time after the patient has recovered, because he can be 
fed satisfactorily by the rectum. 

I think it is best to confess our errors in these matters, and 
not permit pride or anything else to interfere with natural 
or rational deductions. concerning our work. In my opinion, 


the essayist made a mistake in putting food into his patient’s 
stomach on the third day; whether that determined the fatal 


result or not I do not know, but I believe his practice to have 
been bad in,that respect. One or two points occurring in 


military surgery in the South African war are of some interest 
_ in reference to this question. Surgeons on the battlefield have 


recorded this fact, without explaining the results or how it 
was brought about. It was noticed that the English soldiers 
or officers who were shot through the stomach who had water, 
because they suffered invariably from thirst, died, and some 


who put absolutely nothing into their stomachs recovered. 


It was an interesting fact that two or three of the officers 


who could not, on account of their isolated condition, obtain _ 


even water, recovered without surgical intervention. These > 


_ surgeons did not give any explanation, but it is the question — 

Wwe are discussing. We are justified in drawing the inference 
that if these men had had food or water by the stomach, they 
would have died. It was the absolute rest of the stomach ~ 


which saved them, and I think it is true in reference to civil 
or military surgery, if the intestine. or stomach is put at rest 
after wounds, until nature has had sufficient time to heal the 


parts thoroughly, so that the patient can begin to digest — 
_ food, it is proof of the wisdom not to put anything into the 


stomach. This is an explanation of the deductions of Dr. 
Ochsner in reference to the starvation process in certain cases 
of appendicitis, which, when seen, are not in a favorable condi- 
tion for immediate operation. One such case I reported to-day. 


I believe the fact of our not producing movements of the 
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stomach and intestines limits inflammation as well as infec- 


tion, and promotes recovery in these cases. 


Dr. JOHN W. BULLARD, Pawnee City, Neb.—I wish to relate 
@ case in connection with the paper of Dr. Andrews. 


During the early part of October a boy of 9 years, while 
playing out in the yard with his brother, about 6 o’clock in the 
evening, was accidentally shot with a 32 caliber revolver. The 
bullet penetrated the back in the tenth intercostal space, two 
inches from the spinal column, and lodged just beneath the skin 
at the border of the left costal arch, two inches below lower 
end of sternum. I arrived about half an hour after the injury, 
and found him suffering from shock. There was no hemorrhage 
from the pistol wound:at this time. His extremities were cold; 
pulse 120; he was thirsty, and had been given water freely 
and had vomited blood. As the parents were away from home 
at the time, there was no one but the patient’s 16-year-old 
sister to consent to an operation. Her consent was obtained. 
I opened the abdomen at about 10:30 in the evening, and 
found some of the contents of the stomach and also consider- 
able water in the abdominal cavity. During the interval be- 
_ tween my first examination and the operation there was con- 
siderable hemorrhage from the wound in the back, probably 
from the intercostal artery. I found but one wound in the 
lesser curvature of the stomach, very near the cardiac extremity, 
about an inch long and a half inch wide. This was the only 
wound that I could find. I made a large incision over the 
bullet, so that I could get the stomach out. The wound in the 
stomach was closed subsequently by Lembert sutures, and the 


abdomen was flushed with normal salt solution, large quantities | 


of it being used. The peritoneal weiicoasf was invaded by the 
stomach contents. 


As Dr Grant has remarked i in discussing this paper, the great | 


trouble in these cases arises from allowing them to have some- 
thing to drink or to eat. This boy had a comparatively 
empty stomach, but the water which had been given him before 
I arrived was poured out into the abdominal cavity. His 
physical condition remained about the same until 6 o’clock the 
next evening, when death ensued, twenty-four hours after the 
injury. 
before death there was a moderate elevation of temperature. 
Dr. M. L. HARRIs, Chicago—There are two points which I 
would like to bring out in connection with this paper. In 
penetrating wounds of the abdomen, it is extremely difficult 
to tell whether hemorrhage has taken place in the abdominal 


Delirium came on during the last twelve hours and just 


cavity or not. Hemorrhage may take place slowly and the 


abdominal cavity be filled with blood before the patient 
manifests marked symptoms. These cases may show a slow 
pulse until they reach a certain stage, when they go. quickly, 
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As other factors in the diagnosis, I wish to mention exam- 
ination of the blood. When hemorrhage of considerable degree 
takes place into the abdominal cavity, an examination of the 
blood will show a decreased number of red cells. At the last 
meeting of the American Surgical Association considerable 
time was devoted to the discussion of drainage or no drainage 

in perforating wounds of the abdominal cavity involving the 

intestine. It was the consensus of opinion of surgeons present — 
that all of these cases should be drained; that whenever the 
intestinal tract was injured it is safer to drain the abdominal 
cavity. The wound should be closed, and there should be 
placed about the wound preferably a cigarette drain. I have 
had three such cases within the last few months. One of them 
was a stab wound, in which resection of the intestine was 
necessary. The second case was one in which I had to close 
an extensive injury of the abdominal wall, the intestinal con- 

- tents having poured out into the abdominal cavity. These 
cases were brought to my surgical service and were operated 
on immediately, cigarette drains being used, and all recovered. 

_ Every case of penetrating wound of the abdomen, if the in- 
testinal tract is injured, should be drained. 

Dr. ANDREWS (closing the discussion)—I am under obliga- 

_ tions to Dr. Harris for his suggestions with reference to both 

_ the diagnosis and treatment. I feel especially obliged to Dr. 

-. Grant for his criticism. It is a fact, as I stated in my paper, 
that I could not understand how the patient began to grow 
worse when the peritoneal surfaces had united so readily under 
favorable circumstances. There was so little peristaltic action 

from the food ‘poured into his stomach that I felt safe i in ee 
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“ROWLER’S POSITION” IN ABDOMINAL 
SURGERY. 


VAN BUREN KNOTT, M.D. 
ATTENDING SURGEON, SAMARITAN HOSPITAL. 
SIOUX CITY, IOWA. 


Since the publication in 1900 by Dr. Geo. R. Fowler 

of Brooklyn of the article describing his postural treat- 

_ ment of diffuse septic peritonitis I have found many 
opportunities for ‘dérionstrating its utility. and have 
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seen the field of its applicability grow steadily broader. 
The article above mentioned marked a new era in the 
history of general septic peritonitis, supported as it was 
by the records of nine consecutive cases of recovery. 
Never before had anyone been able to report such a 
series of successes in the treatment of this dread dis- 
order, and, in fact, it is questionable whether so many 
recoveries from diffuse septic peritonitis had up to this 
time occurred in the life practice of any one man. 
Then, again, the article was noticeable in that it was 
directly opposed to the plan shortly before set forth by 
Clark, namely, the elevation of the foot of the bed - 
and drainage of the peritoneal cavity — the al 
phragmatic lymphatics. 
~ To most of us the description of the letated head and 
trunk posture came with telling force. We had so long 
and patiently tried the various exploited methods of 
combating general septic peritonitis, with such distress- 
 Ingly fatal results, that the vista thus suddenly opened 
before us seemed too good to be true. | 
Up to this time I had never seen a case of undisputed, 
diffuse, septic peritonitis recover, and but few scattered, 


~~ guecessful cases had been reported. Actuated by a sense 


of duty I had operated on such cases as were not mori- 
bund, and had employed as well as I was able the ac- 
cepted methods for their relief and then watched them — 
from the steady and relentless advance of the process. 

Some time before reading Dr. Fowler’s article I had 
abandoned the use of Clark’s position, as it was noticed 
that those cases which experience had led me to regard 
as fatal, from the extent of the septic process as re- 
vealed by operation, did not live as long as similar cases 
treated in the same manner, i. e., by removal of the 
source of infection, cleansing of the peritoneal cavity 
and free drainage without elevation of the pelvis. ’ 

We can readily see why this should be true. It will 
probably not be contradicted that the larger number of 
cases of diffuse, septic peritonitis coming under our ob- 
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servation originate from a focus of infection within the 
lower abdomen or pelvis, especially the region of the 
appendix or the fallopian tubes. ; 

As has been shown by Robinson,’ Fowler,? Clark*® 
and others, absorption takes place most rapidly from the ~ 
diaphragmatic peritoneum, particularly around the 
central tendon of the diaphragm, and the absorptive 


qualities of the membrane steadily diminish from this 
point downward until in the lower pelvis we find that 
a local, septic process may exist for many days without 


exciting much constitutional disturbance. 
In fact, the disparity between the local and the gen- | 


symptoms made evident. by is such 


as to excite our wonder. 
The above facts being admitted, what do we accom- 


-plish by placing these unfortunates in Olark’s posi- 


tion? We simply drain the dependent and compara- 


tively immune area of the peritoneal cavity into the 
“upper and particularly susceptible portion, and in many 
cases will, I believe, overwhelm a patient with a volume 
of septic material, thus rapidly absorbed, who might 


have successfully resisted the ~— had it _ intro- 


duced less rapidly. 


I fully agree with Dr. Fowler iis he says: that cases 


of the character under discussion, which have recovered _ 


after treatment by Clark’s method, have done so in opel 
of the treatment and not because of it. 
In view of the fact that the position advocated by 


~ Fowler accomplishes what common sense should dictate, 
in the light of our knowledge of the physiology of the 


peritoneum, we wonder that its employment was not 
sooner urged. In our work involving the treatment of 
septic processes we strive unceasingly to accomplish as — 
completely as possible their localization to the part first 
attacked, and to provide for the products of infection 
the freest external drainage. The treatment of peri- 
toneal infections offers no exception to the above gen- 
eral rule, and, in my Judgment, the greatest advance yet 
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made in the furtherance of this treatment is the eleva- 
tion of the head and trunk, thereby draining the high 
and extremely dangerous area of the cavity with its 
numerous mouths, large, wide open and hungry for 
septic material into the lower and safer area where ab- 
sorption through lymph channels will not take place 
more rapidly than will the escape of the poison through ee 
well-placed external drains. Again referring to the fact “ain de 
that the origin of the larger number of diffuse peritoneal _ Ti 
infections is in the lower portion of the sac, we may 
readily see that by this position we secure the benefit of eee Hee 
gravity in retaining within the neighborhood of the ) lida 
region first involved the resulting septic products, and = Heat) 
I believe that in many cases the force of gravity thus ex- The 
ercised will effectually counteract the tendency of the ? co 
peritoneal fluids to move constantly in a direction to- " 
ward the diaphragm and diminish the danger of the in- i: all 
fection becoming widespread. \ 
- It is not within the province of this paper to deal oe 
exhaustively with the treatment of diffuse septic peri- WH 
tonitis. It is simply my purpose to testify to the value = Bias 
of this position as an adjunct to the methods of opera- sie ae 
tive treatment commonly employed. 
I can not report such a brilliant series of successes Tea 
as did Fowler, who supplemented his original article, de- ok. Bike 
scribing nine, with one reporting three more, thus giv- iiisiad aa | a 4 
him twelve consecutive successful cases. . 
Since it was brought to my notice I have employed Bl he: q 
this position in the treatment of every case of this char- — ae 
acter on which I have operated, and while many of them Se 
have terminated fatally, I am able to report five re- a |e 
coveries from diffuse septic peritonitis. These suc- ae 
cesses were not consecutive, however; no two of them Te 


having occurred without an intervening failure. Melgea) 
With the fatal cases we have no particular concern, ean) 


as the course pursued by these resembled very closely Wie 


that observed in similar cases, in the management of | el 


which this position had not been employed. 


‘ 
| 
i 
i, 
ia 
toa 
| 
| 
| 
* 
i 
| 
iv i 
2 a a 
a 
} 
4 
Nes 
t if 
4 


104 ABDOMINAL SURGERY. 


To this latter statement must be made one saiiiiee. 


i. e., death did not occur so soon as former experience 


with like cases had led me to expect it, showing that in 
those instances where the method had failed to save life 
it had at least prolonged it, and furnishing another link 
in the chain of evidence concerning its ability to control 
or at least inhibit the nani of the — to become 


rapidly fatal. 


Brief histories of the five successful cases are here - 


_ given, they being considered worthy of description, as" 


they are the only cases of diffuse septic peritonitis 


operated on by me successfully. 


Cisz 1.—Jno. G., male, age 46, seen at Samaritan Hospital 
shortly after his arrival: Patient presented all the symptoms 
of general peritonitis, distended abdomen, leaky skin, frequent 
vomiting of dark offensive fluid, pulse 130, temperature 103. 
Stated that he had for years suffered from gallstones and that 


he had been in bed with one of his usual attacks for three days 
before admission to the hospital. Some time during the after- 


noon before he had a most excruciating attack of pain, and — 
thought he “felt something give away” within the abdomen, 
since which all his symptoms had rapidly become worse. 

A vertical incision, external to the right rectus, disclosed 
a ruptured gall bladder, the large jagged rent being in the 


fundus of the organ and the abdominal cavity full of bile and 
_ purulent fluid. Everywhere were present the signs of a violent — 


septic peritonitis, the coils of the small intestine being dis- 
tended, dark red in color and spotted here and there with 


large patches of coagulated lymph. 


The cavity was freely flushed with gallons of hot salt nite. 
tion and those coils of intestine which could be reached without 
eventrating were carefully sponged. During the cleansing two 
large gallstones about the size of hickory nuts were removed 
from the lower abdomen, having escaped from the gall bladder 


through the tear. No stones were found in the gall bladder 
or ducts, and the fundus was sutured to the peritoneum in . 


the wound and drained as in the usual cholecystostomy. <A 
tube was carried through the upper angle of the wound toward - 
the liver, while through the lower angle a similar tube was 
passed to the bottom of the pelvis. 

The patient was then placed in bed, the head of which had 
been raised 20 inches from the floor. Drainage was profuse 
for the first few hours, but rapidly diminished in amount. He 
did not vomit once after the operation and was allowed water 


in a few hours. 
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Gas was freely passed after twelve hours, and the bowels | he Hii 
moved in twenty-four. The elevated position was maintained | . ees { 1) 
for six days, after which, the pulse and temperature being | Ha i 
normal, it was discontinued and the drainage removed. The Waa | 
gall-bladder fistula closed the twentieth day, and the man a 
was discharged well the twenty-eighth day, a | { 
2.—Mrs. B., aged 38. Seen at her home in a small | 
farmhouse in western Nebraska. She presented every symptom | 
of diffuse septic peritonitis, evidently due to perforative ap- praca i ; | | i 
pendicitis. This was the fourth day of her illness. | ie 
‘The operation, made at night amid most unfavorable sur- ee 
roundings, revealed a ruptured, gangrenous appendix, with no 
protecting adhesions, the bowel everywhere distended, darkened 
in color and spotted with lymph patches. A large quantity 
of purulent fluid was present in the peritoneal cavity. | 
The appendix was ligated and removed and the abdomen 
cleansed as in the preceding case. Free vaginal drainage was 
established by gauze wicks leading into either flank, and gauze 
strips were also passed in all directions through the operative : 
wound. The head of the bed was elevated about eighteen 
inches. Vomiting continued until the stomach was washed 


‘out, when it ceased. The gauze strips were removed one at 
a time, the last one being out the tenth day, at which ame 
the head was lowered. ‘Phe patient recovered. 
Case 3.—John H., farmer, age 49. Seen at his home in 
Nebraska the fifteenth day of his illness with appendicitis. 
This patient was practically moribund. Vomiting of dark 
brown fluid was almost constant, abdomen enormously dis- 
tended and pulse almost imperceptible. I considered the case 
a hopeless one and refused at first to operate, but, finally yield- 
ing to the entreaties of the family, did so, operating in the 
_ kitchen of a two-roomed house. 
The appendix was found floating free in a large abscess ; an 
cavity which communicated with the general cavity of the 
peritoneum through an opening which admitted two fingers 
between the elsewhere adherent coils of intestine. The infec- 
tion had evidently been circumscribed but, finally yielding 
to the constantly increasing pressure of the pus, had ruptured | 
into the general peritoneal cavity and a violent diffuse septic 
peritonitis was present. The base of the appendix was marked 
by a large ragged hole in the cecum, through which fecal 
matter was escaping. This was closed with a purse-string 
suture. The bowel was very dark, distended and covered with 
numerous lymph deposits. The quantity of pus in the peri- 
toneal sac was by far the largest I have ever seen and was 
exceedingly offensive. 
Most thorough cleansing was carried out, as in the cases above 
described, and gauze strips passed in all directions through 


the wound and also through a stab in each flank. The patient 
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was given an intravenous in jection of salt solution and re- 
turned to bed, the head of which was elevated about twenty 
inches. He was in a most desperate condition for several 
days but, under free stimulation and most faithful and skilful 
nursing, gradually improved. The vomiting ceased for several 
hours after the operation, to recur at frequent intervals for 
four days. Gas was passed the second day, and the bowels 
moved the third day. The gauze strips were out by the eleventh 
day, and from this time on the recovery was rapid and became 
complete, 

CasE 4.—Mr. M., aged 24. Operation at Samaritan Hospital 
for general septic peritonitis due to perforation of gastric 
ulcer. Two large perforations about the size of a nickel were 
found on the greater curvature of the stomach, one about 
two inches above the pylorus and the other two inches higher, 
through which constant leakage of the gastric contents was 
occurring. The ragged edges were trimmed and the rents 
closed by Czerny-Lembert sutures. The entire ulcerated area 
was then infolded with another row of Lembert sutures. The 
- peritoneal cavity was full of the extravasated material from the 
stomach and seropurulent fluid. The peritoneum was every- 
where congested and red and covered with flakes of lymph. 

Thorough flushing and sponging was carried out, as in the 
other cases, and strands of gauze carried from all directions 
out through the wound, which was left almost entirely open, and 
the patient returned to bed with the head elevated twenty 
inches. The operation was made sixteen hours after perfora- 
tion and I might add that, the history being very indefinite, I — 
was not certain at the time of operating as to the cause of 
the peritonitis and, as the greatest tenderness, on deep pres- 
sure, was in the region of the gall bladder, I made the incision 
just outside the right rectus. Through this incision the region . 
of the stomach involved could be reached with ease. The 
patient had a surprisingly easy and rapid convalescence. 

Enemata of six ounces of salt solution were ordered every 
four. hours, as it was the intention to allow nothing by mouth ~ 
for forty-eight hours. — | | 

Ten hours after the operati ion, during the absence of the — 
nurse, he drank several ounces of water from the hot water 
bag and gravely assured me the next morning that it had 
saved his life. As no ill effects were noticed he was allowed 


water from this time. He never vomited, and forty-eight — : 


hours later was given liquid nourishment. The gauze was 
removed the fourth day and the wound closed. Recovery was 
perfect. 

CasE 5.—George W., aged 26. Operation at Samaritan Hos- 
pital, second day of a f ulminating attack of appendicitis, re- 
vealed a perforated appendix and diffuse septic peritonitis, no 
adhesions being present.' The peritoneal cavity contained 
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_ much seropurulent fluid and the bowel presented the usual 
appearances. The appendix was removed and the toilet of the 
peritoneum made as usual. Gauze strips were carried down 
to the bottom of the pelvis and in all directions through the 
wound, which was left open. The head of the bed was elevated 
eighteen inches. There was no vomiting after operation. 
Flatus was expelled in six hours, and the bowels moved the 
second day. The gauze strips were removed one by one, all 
being out the fifth day, and the bed at this time was lowered. 
Recovery was uneventful. 


Having considered the Fowler position as a curative 
agent in diffuse septic peritonitis, we may briefly in- 
vestigate its value in preventing this much-dreaded ac- 
cident. 

In our ‘intra-abdominal and pelvic work we are often 
compelled to deal with conditions in which, as the re- 
sult of the pathology present and the manipulation nec- 
essary to its removal, we expose the patient to the danger 
of general peritoneal infection. As instances may be 
mentioned circumscribed appendicular abscess, pyo- 


salpinx, suppurating ovarian cysts, operations on the in- 


testinal tract necessitating the opening of its lumen, 
etc. In spite of the most scrupulous and painstaking 

care during the performance of these operations septic 
matter may escape beyond the barriers set up by us to 
prevent such an accident. If, at the time of such an acci- 


dent, the contaminated area is thoroughly cleansed and 


during the first few days of the after-treatment the 
patient is placed i in the elevated head and trunk posture, 


with or without drainage, as the case may demand, the 


tendency of the infection to become general will be in 
many cases overcome and in many others inhibited suf- 
ficiently that radical measures for its relief may be 
instituted with some prospect of success. 

I believe that post-operative peritonitis will ¢ soon be 
considered in a more hopeful light, because of the as- 
sistance thus afforded, as the diverting of septic material 
into the safe region of the lower pelvis and the conse- 


quent check put on its baneful influence may permit 


the recognition of the process while it is more or less so 
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and thus increase the chance of operative re- 
lief. 

The use of this position, kare must not be re- 
stricted to septic inflammations of the ‘peritoneum. 
Struck by the relief from nausea which it seemed to 
furnish, I have for the past two years employed it after 

every laparotomy, regardless of its nature. There is a 
standing order at the hospital that the bed of every pa- 
tient who is undergoing an abdominal operation shall 
be elevated eighteen inches before he returns from the 
operating room. The relief afforded by this simple meas- 

ure is very marked. 

The majority of these cases escape the discomfort and 
danger of post-operative vomiting entirely, and those 
who do not entirely escape, as .a general rule, only vomit 
once or twice. Of course, some cases have, in spite of 
the taking of this precaution, the usual amount of 
nausea and vomiting, which must be relieved by gastric 

lavage, withholding of alimentation by mouth, etc. 


‘The number of celiotomies for all causes in which the 
Fowler position has been employed as part of the after 
treatment during the past two years is 326, and I can 
say that the comfort afforded them because of it can 
scarcely be estimated. 

The relaxation accompanying and after 
- general anesthesia predisposes to nausea and vomiting, 
and before re-establishment of the normal peristalsis, if 

the patient is in a horizontal position or in one with 
the head lower than the feet, the relaxed pylorus will 
almost certainly allow the entrance of the duodenal 
contents into the stomach. With the head and trunk 
elevated the benefit of gravity is secured and drainage 
of the stomach and the upper bowel facilitated. 
' Again, many of these cases have been operated on in 
. th Trendelenburg position, which produces more or less 
displacement of the abdominal contents. The change to 
Fowler’s position permits the more rapid readjustment 
of the hollow viscera hastening the restoration of func- — 
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tion. In the above series of cases s0 I have 
“never seen any indication which demanded the abandon- 
ing of the position. 

Theoretically, it would appear that in 1 debilitated pa- 
tients or those weakened by an unusually prolonged 
operation the elevated head position might be pernicious. 
Practically, this has been demonstrated not to be the 
case, as no instance of cardiac embarrassment or any 


other complication which might be attributed to the 
position was noticed. To the contrary, many times have 
patients requested that the head of the bed be again 
raised, after it had been decided unnecessary to longer ~ 
maintain the position, declaring that they felt more | 


comfortable in the elevated posture. 


It has also been noticed that flatus is passed much | 


earlier and more freely in patients so treated and the 


suffering due to so-called “gas pains” thereby much — 


relieved. 


I have noticed no increased tendency to phlebitis i in 
these cases, although Fowler’ mentions it as a possible | 


consequence. 


The position has been. maintained for twenty-four 


hours, unless some special reason for continuing it 
was present. The head of the bed should be raised 


from eighteen to twenty inches from the floor. This 


ean be readily done by placing under it a small table, 
a chair with stout arms or a box. An elevation of 
twenty inches i is much better than one of twelve. 
 Itis my hope in presenting this paper that those who 
have neglected to employ this simple expedient in their 
everyday work may be induced to make use of it, for I 
believe that it can do no harm, and i in many cases will 
prove of much value. 


DISCUS SION. 


Dr. A. c BrRNays, St. Louis, Mo.—I only wish to say a 
few words directly to the point made by the essayist. I am not 
convinced that the Fowler position is such a panacea as the 
writer of the paper would lead us to think, and as undoubtedly 
he thinks, because of the improved results he has witnessed. 
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It would not be feasible to put: the essayist through a cross- 
examination, but I would like to know whether his improved 
or better results can not be accounted for by the fact that he 
has learned to use drainage better than he formerly did. The 
abdominal surgeons of the United States particularly have gone 
through a rough experience. We have had the Johns Hopkins 
coterie recommending the abandonment of drainage in pus tube 
cases, and in cases of appendicitis, and with the weight of their | 


- authority no doubt many-of us were misled in trying to operate 


on eases of localized or more or less diffuse peritonitis after 
washing them out or after the dry method of treatment with- 


out drainage. I have never yet believed that “dry drainage,” 


so to speak, was beneficial in any case, but I am sure several 
patients have died because I did not drain. | ) 
The point I wish to impress in this discussion is that I am 


‘not convinced that the Fowler position is responsible for the 
‘good results, as much as extensive drainage, the essayist stated 


in one case he left the wound open almost entirely. I am in- 


zlined to think that the horizontal position will yield just as 
| good results as the elevation of the head, if only free drainage 


is provided for. 
Dr. W. W. GRANT, Denver, Colo ai the absence of drainage 


the author has given, I think, no satisfactory explanation of — 
the value of the Fowler position. Conceding that absorption 
is more active in the upper quadrant, yet unless there is an 


opening below for drainage I can see no special advantage in 
the position. Every surgeon must consider the advantages 
afforded by gravity in drainage which he will utilize in appro-- 


priate cases. It seems to me, therefore, that the chief ad- 


vantage claimed is due to drainage rather than position, except 
as the latter may be an aid to the former. | 

Dr. B. RICKETTs, Cincinnati, Ohio—I believe that 
Dr. Knott is right in reference to the Fowler position, because 


we know that the diaphragmatic stomata absorb five times _ 


faster than the peritoneum in the lower pelvis. If we are 
going to put them into any position, they should be put ina 
position which will divert the fluid from the diaphragmatic 
stomata, and put peritoneal fluid in the pelvis. 


Dr. JOHN P. Lorp, Omaha, Nebraska—I would like to ask Dr. | 


- Knott whether there are not other factors in the treatment 


which may account for his improved results? I believe we can 
all secure good results by the persistent and repeated use of 


saline transfusion in cases of extreme infections, as we enable 


the economy to take care of the toxins much better. It elim- 
inates the toxins better; it improves the action of the skin 
and the kidney,.and I have seen cases that were apparently 
hopeless improve by pushing this treatment. I recall two cases 
that recovered which I directly attributed to that. They were 
both drained. I have always drained, but the longer I work, 
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particularly in desperate cases, the more I drain, and perhaps 
it is true with Dr. Knott, that with his increasing experience 
he makes treatment more effective, which may in part account 
for his improved results. 


Dr. WILLIAM JEPSON, Sioux City, Iowa—There are two posi- 
tions employed in the treatment of peritonitis, one of which 
is the so-called John Clark position, in which we have the foot 
of the bed elevated and the head lowered, the position and object 
being diametrically the opposite to the Fowler position. The 
diaphragmatic stomata are much more absorptive than any 
other part of the peritoneal cavity; next the left side, then. 
the right, and then the pelvic peritoneum. The object of the 
Clark position is to introduce a certain amount of normal salt 
solution into the abdominal cavity, and place the patient in a 
position so that the fluid will be rapidly absorbed, carrying 
with it ptomaines, bacteria, and freeing the abdominal cavity 
in this manner. The Fowler position is that wherein pus, 


which can not be absorbed, is permitted to gravitate into a . 


dependent position, where absorption is less, and that is the 
peritoneal cavity. I believe each of these positions in properly- 
selected cases has its points of utility, and I thoroughly agree 
with the essayist that position is a very important factor in 
the treatment of peritonitis, whether we have a localized or 
general peritonitis. Probably there is no such thing as a gener- 
alized peritonitis, where the patient lives. The right side or 
left side of the pelvis is involved, and the absorption of the 


ptomaines is not sufficient to prevent recovery of the patient. 


- The object in the treatment of peritonitis is, where we have 
purulent products, to afford exit of them through an adequate 
opening, and position is a favorable factor in bringing this 
about. 

Dr. B. B. Davis, Omaha, Neb.—I agree with what has been 
said by several of the speakers, namely, that the principal ob- 
ject in all cases of septic peritonitis is drainage, and the better 
drainage we can establish, the more likely the patient is to 
recover. The question is: Do you want drainage to occur 
through the gauze, the gauze being brought out where it will 


be harmless, or to pass through the peritoneal stomata and 
infect the general tissues of the body? If the patient is placed 
in a horizontal position and drainage is used, no matter how 


well you use it, a large amount of the infective material con- 
stantly accumulating in the pelvic cavity is carried up to the 
diaphragm and. absorbed by the stomata, thus infecting the 
patient more thoroughly. If you use the Fowler position, it is 
common sense that a larger proportion of the infected mate- 
rial will pass out through the gauze than when the patient is 

placed in the ordinary horizontal position. If no drainage is 
used any infective material left in the abdomen will be carried 
away much more rapidly if the Clark position is made use of. 
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Dr. A. E. BENJAMIN, Minneapolis, Minn —Just @ word or 


two in regard to the material that is to be used for drainage. 


I believe it has been well established that pus will not drain 
thoroughly through gauze. If pus is thick and forms rapidly 
it must be removed by some other material than gauze. There- 
fore, a rubber tube, under such circumstances, should be used; 
or, if gauze is used, it should be changed es That 
point has not been brought out. 


We should keep all of the tissues around the infected point 
quiet. The patient should be given nothing by the mouth. 


It has been my habit in these cases to give them an enema at 


the conclusion of the operation, consisting of sulphate of mag- 

nesia, glycerin and water, in order to secure an evacuation of | 

the lower bowel, repeating them, if necessary, at intervals. | 
Dr. THOMPSON E. Porter, St. Joseph, Mo.—There is one 


point which should not be overlooked in reference to drainage, 
~ and that is contraction of the muscles of the abdomen. There 


is a constant retraction on the viscera. The contraction of 
the abdominal muscles is an important factor in throwing out 5 
ptomaines and material that have accumulated in the abdominal 


cavity, and we see this clearly demonstrated when we put in 


gauze for the purpose of drainage, and packing, and when we — 
come to remove it, it is difficult to pull it out, due to the con- 
traction of the abdominal muscles. 

With reference to the character of the ities Am be used in 
these septic peritoneal cases, we can not properly drain them — 
with gauze. The meshes of the gauze will retain fibrinous ~ 


material, also purulent material, and we do not get ae drain- 

| 
With reference to the the tube is 
certainly better than gauze; we have an open tube, which will — 


allow the muscles to contract on the viscera, and the diaphragm : 


~ in constantly working up and down pumps out, so to speak, the 


ptomaines or toxins that have accumulated in the peritoneal 
cavity, and the patient is benefited. There can be no question — 
that the absorbent system near the diaphragm is much more | 
active than that in the lower part of the pelvic cavity. Where > 


@ patient’s body can be raised, so that you can get the benefit 


of gravity and contraction of the abdominal muscles, you 


secure the finest drainage through a rubber tube, and I favor - 


the elevation of the body. 


Dr. H. C. CROWELL, Kansas City, 3 Mo —tThe matter of posi- 
tion, as advocated by Fowler and Clark, has been sufficiently 
discussed, and is familiar to all present. I simply rise to add 
another factor in the treatment of cases which is valuable. I 
believe in the Fowler position, and think it will save a certain 
percentage of these cases. If, however, there be added con- 
tinuous irrigation with hot water and free drainage, a larger 
per cent. of cases will be saved, injecting it through the veins 
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or by rectum, keeping up fluid, which will supply the osmosis 
which the fluid will establish. — 

Dr. KNOTT (closing the discussion)—With reference to the 
subject of drainage, in looking back over my experience, luckily 
I employed drainage in all cases of general diffuse septic 
peritonitis. I do not recall having closed any of them without 
drainage; but I never had as large a number recover until I 


used the Fowler position. Since using this position in my 


surgical work in the last three years, I have had five recov- 
eries. With the exception of the Fowler position, my treat- 
ment has been absolutely the same. Drainage is maintained 
in the same manner, the drain is introduced in the same manner, 


and cleansing of the peritoneal cavity is carried out in the 


same manner. I am free to say, however, that I do not claim 
the Fowler position is a panacea, but it is a disinct aid. The 


mere consideration of the physiology of the peritoneum will | 


convince one of the fact that will not be denied, that the upper 
area of the cavity absorbs more readily than the lower. When 
@ patient is placed in the horizontal position, the presence of 
_the fluid in the peritoneal cavity naturally tends to gravitate 
toward the diaphragm, and anything which will prevent the 


carrying of infection from the lower to the upper area of the | 


peritoneum is to be adopted. 


I do not think the discussion has brought out anything 
which is very prejudicial to the paper. Dr. Grant has been 
answered several times. Absorption takes place much more 


rapidly below than from above. We can furnish free external - 
drainage to the products of infection and get them carried off. 


more rapidly than they can be absorbed by the es 
. system. 


I believe Dr. Grant stated that the whole thing was, after all, 


a matter of drainage; that position does not cut any figure. 


The reason, he said, position does not cut any figure is because 
we should remove absolutely the fluid from the peritoneal 


cavity at the time of the original operation. If that is true, 

why does he drain? If there is nothing to drain, why drain? 

Dr. Lord, in his remarks about saline infusion, may possibly 
be correct, because saline infusion has been used for years 


before the Fowler position was employed. I have used it . 


myself in the treatment of the class of cases under discussion, 
and I use it yet. My cases, however, did not get well then, 
and some do get well now. I have simply given you my testi- 
mony in regard to the Fowler position. We believe what we 


see. The things that come to one in his own experience are 
the things that he believes, and they are the things that 


teach him. 

The gentlemen who discussed the relative value of tubular 
and gauze drainage were not discussing my paper. The paper 
was not on any particular method of drainage. Each man 
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114 SHOULDER JOINT DISLOCATIONS. 


will employ a method that has proven successful in his hands. 
He will continue to use such methods as will crown his efforts 
with success. One man will succeed with one form of drainage, 
applied in a different manner, where another will not. Each 
_ surgeon will continue to use that form of drainage which, in his 
experience and practice, has yielded him best results. 
If there are any gentlemen present who have not used the 
Fowler position, I sincerely hope they will do so, because I 
_ believe it is distinctly valuable and life-saving. 


es IRREDUCIBLE DISLOCATIONS OF THE 
SHOULDER JOINT. 


JONAS. 
OMAHA, NEB. 


Case 1.—In the fall of 1889, one afternoon during consulta- 
tion hour, a young farm laborer presented himself with a sub- | 
coracoid dislocation of the shoulder joint of three months’ 
duration. He stated that he had fallen from a horse to the 
ground, and, on attempting to get up, he had felt an intense 
pain in the shoulder and found that he could not move. the 
arm. He sent a messenger for a physician, who, on his arrival,. 
placed him under an anesthetic and believed he had accom- 
plished a reduction. He stated that his pain was severe, that | 
the immobility of the arm remained after regaining conscious- 
ness and had continued to the time of his visit to the writer. _ 
On examination, there was presented the usual unmistakable 
picture of a subcoracoid dislocation. He was placed on the ex- | 
amining table for the purpose of ascertaining the degree of 
- fixation of the humeral head in its false position. While the © 
elbow was being pressed to his side the arm was gradually 
rotated outward to its utmost limit, using the forearm as a 
lever. The head could be plainly seen to move toward the 
glenoid fossa. The elbow was then moved toward the median — 
line to a point just below the nipple and the arm suddenly 
rotated inward, when, to our astonishment, the humeral head 
suddenly assumed its normal position in the glenoid cavity. 
The arm was fastened by means of a wide roller bandage with 
the forearm flexed across the chest and maintained in this 
position for four weeks, when the case was discharged with 
every prospect of acquiring useful function. 
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In consulting the literature at my command at that time, 
several cases were found where reduction had been effected at 
varying periods of from a few weeks to a year, some by one 
method, some by another, usually, however, after the use of 
considerable force. The manipulations used in our case, known 
as the Kocher method, had proved so effective that we were 
led to hope as much from this procedure as had been realized 
in recent cases, until a second case presented itself a few 
months later, a case referred by Dr. H. P. Jensen, of Omaha. 


CasE 2.—A young, muscular laborer, who had sustained a 
subcoracoid dislocation about five months previously. He 
stated that he had fallen from a height, striking on ‘his right 
hand while the arm was in an abducted position. Several un- 
successful attempts had been made at a reduction. He car- 
ried his arm in an extended position, being utterly unable to 
flex it. The extremity was swollen, presented a purple color, 


was very painful and in the usual subcoracoid position. When 
first seen he was placed in the recumbent 


tation failed to move the head of the humerus from its sub- 
coracoid position. Prudence seemed to dictate that the utmost 


_ limits within bounds of safety had been reached in our manipu- 


lative endeavors, so nothing remained to be done but to lib- 
erate the humeral head by a free incision. Not being prepared 
for such an undertaking, and not having the consent of the pa- 
tient, he was allowed to recover from his anesthesia and at a 


later date arrangements were made for an open operation at 


his home. 


Operation.—Dr. H. P. Jensen administered chloroform. Our 


assistant disappointed us by his non-arrival, so that the writer 
was obliged to act as his own assistant. After disinfection of 
the shoulder an incision was made, beginning over the acromion 
process and extending five inches downward directly over the 
empty glenoid cavity and parallel with the deltoid fibers. The 
-gilenoid cavity, covered by a thickened and contracted capsule, 
was exposed. Thehumeral head rested under the coracoid process. 
It was impossible to expose it through this incision so it was 
continued forward and inward over the shoulder to the coracoid 
process. Now the coraco-brachialis and the short head of the 


biceps came into view in the upper part, and the pectoralis — 
major in the lower part of the wound. The pectoralis major 


and the subscapularis were nearly separated from their attach- 
ment to the humerus, which partly exposed the head. Outward 
rotation broke the newly-formed costal adhesions, but the head 
could not be moved toward the glenoid cavity until the coraco- 
brachialis and the short head of the biceps had been divided. 


position, but 
on attempting to use the Kocher methods they caused so 


much pain that further efforts in that direction were abandoned 
until he was placed under chloroform anesthesia. All manipu- — 
lations, extreme abduction, adduction, inward and outward ro- — 
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The tear in the joint capsule had closed; the capsule itself, 
having become a fibrous mass, was excised. The humeral head 
was replaced with some difficulty with the assistance of an 
elevator and outward traction on the arm, while Dr. Jensen 
clasped his hands under the patient’s armpits and produced 
counter-traction. The divided muscles were sutured as nearly 
as possible in their proper position and the wound closed with 
a tubular drain. Union was complete in ten days. Passive 
‘movements were installed at once, and, in the course of two 
- months, fairly good passive motion was obtained. 

Case 3.—Referred by Dr. J. C. Moore. D. T., a laborer, who 
had sustained a subcoracoid dislocation two months previous to 
his admission to the M, E. Hospital. It was explained to 
the patient that an attempt would be made to reduce the dis- 
- location by manipulation, and, if not successful, open operative 
measures would be instituted at once, to which he agreed. 
Accordingly, he was placed in deep chloroform narcosis. The 
Kocher method was tried repeatedly, but failed. The heel-in- 
axilla procedure and extreme abduction, traction and counter- 
traction yielded no better results. But these manipulations 
had evidently broken up the adhesions, because the head could — 
be moved almost to the margin of the glenoid cavity. An 
- Incision, beginning over the acromion process and extending 
downward five inches, exposed the head of the humerus, covered 
by the subscapularis and pectoralis major. These muscles 
were divided, the head coming fully into view protruding . 
through its capsular rent, which had firmly contracted. The 
thickened fibrous capsule was excised. The head, which was 
unchanged, readily slipped into its place by Kocher manipula- 
tion. The wound was closed as in the preceding case. Union 
in ten days. Passive movements were begun and in a month 
more, fairly good function was obtained. | 

Case 4.—E. D., a robust ranchman, came to the M. E, Hos- 
pital from western Nebraska. His left arm was extended and 
abducted, swollen and painful. He had sustained a subcoracoid — 
dislocation four months previously by being thrown from — 
a horse. After he had given his consent to any procedure, his 
shoulder was disinfected and he was placed under chloroform. 
Manipulations by the Kocher method were attempted. The 
bone had become firmly adhered beneath the coracoid process, 
so that the movements could affect the bone no more than 
if osseous union existed. The efforts at outward and inward 
rotation were increased, when suddenly, with a snap, the 
- humeral head seemed to have been dislodged from its bed of 
adhesions. The humerus could easily be placed in its normal 
position, but, on palpation, the head of the humerus could still 
be felt in its former position under the coracoid process. It 
was now plain that a fracture of the surgical neck had been 
produced. Now arose the question whether to fix the arm so | 


4 
4 
‘ 
a 
1 
* 
é 
ia 
. 
a 


JONAS. 117 


as to maintain it in as nearly a normal position as possible, 
or should the capsule and the separated head be removed? 
The thing most desired by the patient was relief from pain. 
It was impossible to know whether the separated head was 
pressing on important nerves. If it could be determined that 
by leaving the head the arm would be free from pain, there 


really was no other indication for an incision. Nothing could | 


be gained by extirpating the capsule, since the end of the 
humerus could easily be held in place. The prospects for a 
pseudoarthrosis were better with the capsule undisturbed. On 


the contrary, if the capsule were extirpated, the chances of 


an osseous union were to be reckoned with. It was further 


recalled that it had been recommended in old irreducible sub- 


coracoid dislocations that the head be severed with a chain 
saw and allowed to remain. 

It was decided to fix the arm so that the end of the bntaiittie 
would be held in place, allow the patient to recover from his 
anesthetic and, if the old pain persisted, to extirpate the 
severed head at some subsequent period. Much to our delight, 
all pain had disappeared, consequently the arm was maintained 
in its corrected position toér four weeks, when passive move- 
ments were instituted. A pecudearthrosis developed and use- 
ful function was obtained. 

Case 5.—A. F., aged 30, railroad laborer, admitted to St. 


_ Joseph’s Hospital. Asa result of an explosion, he had sustained 


about six months previously a subcoracoid dislocation of the 


right shoulder and a fracture of the right femoral neck. In- 


effectual attempts at reduction had been made, The head of the 


humerus could be brought to the glenoid cavity, but imme- 


diately returned to its subcoracoid position when the arm was 
released. Accordingly, his physician, who is an excellent sur- 


geon, made an incision over the shoulder and through the 


deltoid, and found that the rent in the capsule was contracted 
to such a degree that it prevented the head from being drawn 
through it. The rent was enlarged, permitting complete reduc- 
. tion. The wound was closed and united per primam. The 
arm was fixed in the usual way. The case did well, apparently, 
for two or more weeks, when the humeral head gradually passed 


from the glenoid cavity to its former subcoracoid position. In 


this condition he was sent to St. Joseph’s Hospital. 
On examination, the upper end of the humerus was found 


as befere described, and there was a firm, smooth cicatrix over | 
the outer aspect of the shoulder. The fracture in the — | 


femoral neck had not united. 


Operation.—Several days after his admission an incision was 
made, beginning at a point over the site of the coracoid process 
(which could be felt), and extending outward to a point 
over the middle part of the glenoid cavity and then downward 


for five inches. After turning down this flap and partly divid- 
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ing the pectoralis ma jor, the exploring finger came in contact 
with a fragment of bone which proved to be the fractured cora- 
coid process. This fragment was separated from its attach- 


ments and removed. The greatly thickened capsule was then 


clipped away. The head of the bone, the cartilage of which 
was eroded, was brought toward the glenoid cavity by means of 
traction, rotation and the assistance of an elevator. It was 
found that the head could not be brought into the glenoid cavity 
because of muscular shortening, which made it rest against 
the acromion process. The head was removed with a chain 
saw. The end of the humerus now rested in the glenoid 
cavity. ‘The wound was closed and a tubular drain inserted 


in the lower end of the incision. The wound healed through- 


out except at the point of drainage, where an infection of 
moderate degree took place. The functional result was fairly 
good. He was also provided with an ambulatory traction 


splint for his hip joint. 


Case 6.—W. M., age 50, ashen. admitted to the Pres- 


_ byterian Hospital. He stated that about four months pre- 


viously he had fallen and “put his shoulder out.” Ineffectual 


attempts at. reduction had been made, the attendant finally 


stating that the bone was in place. But, when the swelling had 
disappeared, it became evident to him that his shoulder was 
not right. — 

On examination, the arm was found to be steadied, painful 
and swollen, edematous and could not be flexed. The head 


of the humerus was found in the subcoracoid’ position. The 
- following da'y, under chloroform anesthesia, by manipulation, 


the head could be transposed to the anterior margin of the 
glenoid cavity, but no further. 

An incision in the pectoro-deltoid fabbieral was made, the 
cephalic vein encountered and pulled outward and backward, 


_ the pectoralis major almost completely severed and the capsule 
extirpated with great difficulty. The subscapularis, the infra- 


and supra-spinatus, teres major and minor were divided. 
Efforts at reduction seemed to be opposed by both the long 
and short heads of the biceps, which were both divided. The 
head was then, after several ineffectual attempts, elevated to 
its proper place; the tendons and muscles were reunited with 
catgut and the wound closed. Union per primam. At the 
present time, the articular movements are still limited, but, 
on account of the free niobility of the scapula, he is able to 


perform manual labor. 

Case 7.—Mrs. M. P., agé 50, farnier’s wife, was admitted 
to the M. E. Hospital. She stated that three years before she 
had been thrown from a wagon, falling on her shoulder. The 
medical attendant diagnosed a sprain. She was unable to move 
the arm at the shoulder and had not done so since the accident. 
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The arm was semiflexed at the elbow. The shoulder and 
arm were atrophied, the forearm edematous and swollen. 
There had been constant pain, requiring the daily use of 
morphin for the entire period of three years. 

On examination, the head of the humerus was resting on 
the anterior margin of the glenoid fossa. On movement, the 
scapula followed every excursion of the arm, indicating prob- 
ably bony union. The patient came with the urgent request 
for immediate amputation. Preparations were made, and the 
patient placed under chloroform the following day. Manipula- 
tions now demonstrated positively that bony ankylosis existed 
and could not be broken up. 

An incision over the head of the humerus and a blunt separa- 
tion of all the soft parts reveaJed that we had to deal with 
an old subluxation, complicated with an impacted fracture of 


the head of the humerus and a separation of the anterior 


margin of the glenoid cavity. The real nature of the injury 


not having been recognized, the bones became firmly united 


in this position. The head of the bone was removed with a 
chisel immediately below the lesser tuberosity. The glenoid 


fossa was freed of its capsule, the end of the resected bone 
- placed against it and the wound closed. It healed without 


complications. The pain all disappeared, and, from last ac- 
counts, had not returned. 


Seven cases are not enough to draw sient conclu- | 
sions from. While in a general way they were all 
alike, yet in their details there were no two the same. © 


‘In each one there were conditions unlike those of all 


the others. So we must consider them in the light of - 
a contribution to a subject that is large. No one sur- 


-geon can have a large experience in old irreducible 


shoulder joint dislocations, so each one of us must con- 


tribute his mite in order that the surgical statistician 
may formulate general rules for our guidance. 


The first question to take into account is, What are 


the obstacles in the way of reduction? Charles Nélaton, 
who considered this subject at some length (in the 


Archives Generales de Medicin, October, 1888), arrived — 


at the following conclusions: “(1) That the principle 
obstacle in the reduction is the retraction of the disused 
capsule; (2) that this retraction presents two phases: 
the first, during which the lips of the capsular opening 
tightly encircle the head of the bone and in that way pre- 
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vent its return to the glenoid cavity which is free and 


ready to receive it; the second, in which the~head can 


not again enter the glenoid cavity, not only because it 
is thus held by the edges of the capsular rent which per- 
mitted its escape, but also because the articular cavity — 
has become too small to receive it, owing to the narrow- © 
ing and atrophy of the capsule; (3) that these two 
causes of irreducibility indicate two methods of treat- 


ment, the first being amenable to traction and passive 
the second requiring operative interfer- 


ence.”—(Quoted from the American Journal of the ~ 
Medicat Sciences, Vol. 96, p. 634.) 
Our first case belonged, evidently, to the first class on 
account of the ease with which it was reduced. At that 
time the writer had not become familiar with Kocher’s 
method, so that success in that case must be ascribed to 


a lucky chance rather than to any skill. 


“M. And. Castex details (Revue de Chirurgie, Oct. 


10, 1888) six cases of reductions of old luxations of 
the shoulder by means of a method which consists es- 
- sentially in using the semiflexed arm as a lever and | 
causing the head of the humerus to execute the move- 


ments of external and internal rotation, flexion and ex- 
tension, abduction, adduction and circumduction. In 
this way, he claims, that, in the majority of cases, all 
adhesions may be broken up and the head of the bone 
replaced more certainly and more safely. If the first 
attempt fails, he recommends making the second after 


an interval of three days, the consecutive inflammation 


producing softening of the adhesions.”—(Quoted from 
Americal Journal of the Medical Sciences, Vol. 96.) 


While we have not tried repeated manipulation at 


‘different times, still, from the limited experience in our 


cases, success by the Castex method would seem to be 
rather due to good luck than otherwise. The head had 
“lost its right of domicile,” owing to the fact that the 


firm, hard capsule had become imbedded in a mass of 
extensive, newly formed, cicatricial tissue which offered 
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a bar to manipulative reductions that could only have 
been overcome by an operation. 

The most classical and complete consideration of this 

subject in recent times we find to be by Edmond 


Souchon, of New Orleans, and appears in the Transac- 
tions of the American Surgical Association, Vol. XV, 

p. 811. He has made a study of 154 operated cases’ 
which he collected from the- literature. He found that 

some twenty difficulties and complications were men- | 
tioned by the different surgeons dealing with these cases: 
“capsule thick, dissection tedious, reduction difficult, ex- 


cessive fibrous tissue around the head and surgical neck, 
head deeply seated, head adherent to ribs, extensive mus- 
cular dissection, old fractures of the tuberosities, of the 
glenoid cavity and of the humerus, glenoid cavity filled 
with the remnants of the capsule and fibrous tissue, 


glenoid cavity readily freed or cleared, parenchymatous 


hemorrhage during operation, wounds of vessels during 


operation, rupture of the axillary artery in trying to 
reduce before and after =—— and various s sundry dif- 


ficulties.” 


In our cases we encountered nearly all the chetiatie : 


mentioned by Souchon and nearly all the difficulties and 


accidents during and after operation, except the wound- 


ing of the large axillary vessels (in 4. per cent.) and 
necrosis of the head (in.16 per cent.) which he mentions. 


Souchon divides his cases into two chief classes, (1) _ 
recent irreducible, (2) old irreducible. All of our cases 


belonged to the second class. While we could hardly 
expect a reduction by manipulation, owing to the con- 


traction of the capsule se constant: in these cases, we did 


succeed in one. The chief object of manipulative ef- 
forts was to break up fibrous adhesions and thereby fa- 
cilitate reduction and possibly save & large part of the 
dissection otherwise necessary. 


In brief, we may say that our sais has consisted 
chiefly of— 
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First. —Manipulation. Using t the foreueen as a lever, 
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4 


rotating outward and inward, abduction and adduction, 


never forgetting for a moment a possible accident to the 


axillary vessels and nerves and the possibility of frac- 
turing the humerus. If this plan failed, 
Second—Through incision the capsule and all cica- 
tricial tissue were extirpated. All muscular attachments 
that offered a restraint were severed, the axillary vessels 


were protected with a broad flat retractor and the head 
of the bone was brought into place by means of an ele- 


vator assisted by manipulation and traction. To avoid 


infecting the wound in this last maneuver it is advisa- 
ble to firmly wrap the entire arm and hand with wet 
_ sublimate towels. Dry towels are liable to slip and be- 


come displaced, making it possible for the operator’s 
hands to become infected. If the head can not be re- 


‘placed, then 


Third—The head of the aii should he resected. 


This j is an operation to be avoided when possible on ac- 
count of the resultant flail-like condition of the arm, 
‘and yet must be done (a) when the humeral head and 


neck become too extensively stripped of their attach- 


ments, experience having shown that necrosis may oc- 
cur in 16 per cent. (Souchon) of the cases; (bd) when 
- osseous union has occurred between the head and the 


ribs ; (c) when, after a division of all the restraining 


soft parts, the head rests the of the 
acromion process. 


“DISCU SSION. 
Dr. D. S. FAIRCHILD, Clinton, Iowa—Some years ago a very | 


‘interesting case of the kind mentioned by the essayist came 


under my observation. The patient, a man, had sustained a 
dislocation of the humerus, and repeated efforts at reduction 
had been made, but without success. Three or four months 
after the accident had occurred I advised operation, but the 
gentleman declined all suggestions of operative treatment. — 
About a year after the accident had occurred, one night he 
became intoxicated, fell off a sidewalk some little distance, and 


on the affected arm. How, we do not know. But the at- 


tending physician found, among other things, that there had 
been a complete reduction of the dislocated shoulder-joint, fol- 
lowed 3 complete recovery of the functions L this joint. 
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Dr. ALEXANDER Hucu Fereuson, Chicago—I think Dr. Jonas 
has had a rather ripe experience in this class of cases, and 
the number is quite large for any one surgeon to have seen of 


so comparatively a rare condition as chronic dislocation of the 
shoulder-joint. 


I have been in the habit of dividing | that cases clinically Pati 
into three classes. First, the primary fixation, the shoulder 

being dislocated and having remained so. The ‘second class is of Batis. 
what I have called secondary dislocation of the shoulder-joint, | | 
the shoulder having been dislocated a number of times, and — i 
finally being left dislocated and becoming fixed. The third ae 
class is the chronic dislocation of the shoulder- — associated | ae 


with disease. An 
the first class of cases, where the joint is fixed, 
the first. question to be asked is the length of time that the | a 
dislocation has existed. If it has existed longer than three 
months then it is dangerous to attempt manipulations to any | ee 
great extent, on account of injury liable to be done, not only to | Se ee Ba 
the bone itself, but to the vessels. One of the earliest cases I | (in 

- was called to see was that of a clergyman, the case being one —— 
of this class. Efforts were made to reduce an old dislocation, . yu 4 
of the shoulder-joint, during which the axillary artery was 
ruptured. Before I arrived the patient died from hemorrhage. eens ai 
Why do I fix the limit at three months? Simply on the ground | Pat 
of the well-known physiologic history of repair. It takes about | - ql 
three months for fibrous tissue to mature. After that time it is mee 
more dangerous to break up adhesions. I managed in one Wl 
case of five months’ standing to reduce the dislocation by y 
manipulations. The ulnar nerve may be pressed on in case of i. 


subcoracoid dislocation. If there is a history of repeated dis- __ ee 
locations, of course you can attempt to reduce such a chronic, | | pt | 
dislocation, because there is an old track existing. In one Fe i] 
case of recurrent dislocation I cut down, cut off the slack . | 
_ capsule, sewed it up, and there was a perfect recovery. When- a 
' ever there is any disease or erosion of the glenoid cavity, or | ae 
erosion at the head of the joint, it is better to excise the dis- a) 
eased bony portion. In my last case I excised the head of — eter 
the humerus, and brought a portion of the capsule over the = eee 
head of the bone, so as to prevent ankylosis. 
I have not time to go fully into the number of cases I have Po i) 
had. In those cases that can not be reduced by manipulations, : . 


I believe in cutting down upon them and dealing with the 
joint according to conditions found. 


Dr. C. H. Mayo, Rochester, Minn —This paper has been very 
interesting to me, in that it shows that while most of the cases 
were improved, and some cured, not one was made worse by 
the treatment. 


With reference to the ‘remarks of Dr. Persia, 1 I take it 
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that it is better to operate on some of these cases rather than 
attempt to reduce the dislocation by vigorous manipulations, 
as I believe in some cases we do less harm by making an open 
incision and effecting reduction than we do by manipulations. 


_ About eight weeks ago I operated on a rather interesting 
case. The patient was a young man, 24 years of age, who fell | 
and sustained a subcoracoid dislocation of both shoulders. This 
rendered him almost helpless. It was impossible to reduce 
these dislocations by vigorous manipulation under anesthesia. 
Open incision was therefore advised and accepted by the pa- 
tient. Through this incision I was able to reduce the disloca- 
tion successfully, and two weeks later, in my absence, Dr. 
W. J. Mayo operated upon the other. In this he found also a 
fracture of the anatomical neck. He reduced the dislocation. 
_ There was no separati on, practically, of the fracture, although 
_ efforts at repair were very feeble. The reduction was effected ) 
_ with considerable difficulty. Both shoulders have proven very 
useful, in that there is free motion. 


Dg. M. L. Harris, Chicago—I would énly. criticise one nolat 
the essayist has made, and that is with reference to the line . 
of incision. Beginning at the tip of the acromion process, 
extending down through the muscle, you are liable to sever | 
the circumfiex nerve, which results in paralysis of a large por- — 
tion of the muscle. The incision should be made rather at the 
anterior edge of the muscle, in order to guard against paralysis. | 

Dr. A. E. BENJAMIN, Minneapolis, Minn.—I desire to report — 
a case which I know the President (Dr. Moore) is interested 
in. He saw it with me. The case is similar to those reported 
by Drs. Mayo and Jonas, in which there was a fracture of the — 
surgical neck. The patient, a woman, 40 years of age, was 
thrown out of a carriage in the northern part of Minnesota, 
and was said to have sustained a dislocation of the shoulder- 
joint. The attending physicians endeavored to reduce the dis- 

! : location, but failed to do so. One of them proposed an opera- 
tion, while the other would not give his consent, the result 
_ being that the woman was allowed to remain in that condition 

for five months. She came to Minneapolis; I saw her, and 

ealled Dr. Moore m consultation, and in endeavoring to reduce 

it to prove that it was a fracture also, we easily broke up the 

separation. An incision, similar to the one mentioned by Dr. 

Harris, was made at the anterior portion of the muscle, instead 

of over the middle of it. We were at a loss at first to know 

how to get the head back. We had, however, provided our- 

selves with the necessary material suggested by Dr. Moore. 

We drilled a hole in the head of the fractured bone, putting 

a shoemaker’s last hook in this hole, and were gradually able to 

‘pull the head into place and fasten it to the shaft by means 

of wire sutures. We then put a cast on the shoulder, which 

held it firmly in place, and kept it there for three weeks. Ac- 
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cording to the last report, she was doing very well and had 


good motion. She had had a great deal of pain in the forearm, 
which had been very edematous, and she had had no use of it 
whatsoever before the operation. 


Dr. A. C. BERNays, St. Louts, Mo.—I want to report a case 
in connection with Dr. Jonas’ paper, and to describe, as well 
as I can, the method which I employed. The method was this: 
I made an incision as if I were going to ligate the axillary 
artery, crossing the axilla in a straight line, the arm being 
held in this position (indicating on the blackboard). The arm 
stood in this position on account of the dislocation; it was 
raised up and an incision made parallel to the axillary artery, 
without cutting any of the muscles. The axillary vessels were 


retracted inward, and the deltoid muscle and brachialis out- 


ward, when the head of the humerus could be sawed off with 


the greatest ease. After that, the sawed surface was rounded 


off and the arm allowed to drop. This operation was done 


about eight years ago, and I drained with gauze. I obtained a 
very good joint. It is unnecessary to cut any of the muscular 


attachments of the head of the humerus. If you follow the 


Langenbeck subperiosteal method of operating, it is unneces- 


sary to cut the muscles, but they can be elevated all around 
from the humerus, and in that way an excellent functional © 
result can be achieved. It was achieved in this case. 
Dr. JONAS (closing the discussion )—With increasing experi- 
ence, my manipulative efforts have become less vigorous. I 
do not believe it is a good thing to try how much can be 
accomplished by forcibly reducing these dislocations of the 
shoulder-joint. In my first case I used a great deal of force, 


and I am rather surprised that I did not injure the axillary 
vessels in that case. I think we are becoming more and more 


cautious in our operative methods, particularly with reference 


to manipulations which require great: strength. I must say, 


I think we are fortunate that we do not injure the axillary 
vessels oftener in attempts at reduction of dislocations of the 
- shoulder-joint in these cases. 


_ The criticism made by Dr. Harris as to the incision is a 
good one. In one of my late cases (I think it was the sixth 
case) I made an incision in the pectoro-deltoid space, at the 


anterior margin of the deltoid muscle. In the last case the 


head of the bone was not thrown forward under the coracoid 
process, as in the other cases, but rested on the margin of the 


deltoid cavity, so that an incision at the anterior margin 


would not give as much access as an incision over the glenoid — 
fossa itself. I recall some of my resections of the humeral 
head for other purposes, as diseased conditions of bone, etc., 
where I cut down on the anterior margin of the muscle and 
found it difficult to retract the deltoid sufficiently to gain 


easy access to the glenoid cavity, and having in mind those 
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cases, I made an incision directly over the glenoid cavity, | 
realizing very well that I might have neta of the anterior 


' portion of the deltoid muscle. 


The suggestion of Dr. Mayo is an ingenious one. I shall 
try and learn more of the details of his — because it 
has interested me. 

Dr. Bernays’ suggestion is good in cases where we have 
to resect, but I doubt very much whether one can clean out 
the glenoid cavity, as the capsule is not only contracted, but a 


| portion of it adherent to the cavity itself. Dissection in such 


cases is sometimes extremely difficult; you can not do it with 
scissors; you must use a knife, and I doubt whether very much 


can be done through an axillary incision. 


A CASE OF END-TO-END ANASTOMOSIS OF 
THE POPLITEAL ARTERY FOR GUN- 
INJURY. 


ALEXANDER HUGH FERGUSON, MD., CM. 


Professor of Clinical. Surgery, College of Physicians and Surgeons 


of Chicago; Professor of Surgery, Post-Graduate Medical 
School of Chicago; Surgeon-in-Chief of the Chicago 
: Hospital, Member of the American Surgical 
Association, Ete. 


CHICAGO. 


20th of 1902, about. 8 0 clock p. m., 


Dr. Hugh Neil MacKechnie, my assistant, was called 
from the Chicago Hospital to see a man that had been 


shot. Within a few minutes he was at his side, 
recognized the gravity of the case and sent for me. He 
cleansed the wound and applied a temporary antiseptic 
dressing. In about an hour after the injury I arrived | 
and found Mr. E. R. N. with evidence of injury to the 
right popliteal artery, and advised immediate operation 
with the object of saving the limb if possible. 

Dr. B. L. Riese, his physician, was then summoned, 


and ne him to my about He 
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FERGUSON. 127 


was carried from the ambulance to the operating room. 
The patient was 38 years of age, 5 feet 8 inches in 
height and weighed 145 pounds. 

He was complaining of: 

1. Two bullet wounds, one in each thigh. 


2. Pain and swelling in the right limb, especially 


about the knee. 


3. Loss of sensation and motion anne the paige knee. 
General weakness. 


HISTORY OF THE INJURY. | 
A man waylaying Mr. N. sprang from an alley, drew 
a revolver, and before the gun was discharged Mr. N. 
had his assailant’s arms pinioned to his sides so that 
the bullets entered his thighs, in the left obliquely from 
before backwards and downwards, while the right thigh 
was traversed from before backwards almost at a right 


angle. In the scuffle they both fell, Mr. N. on top, and 
there held him by the two wrists until an assistant came _ 


ane took a  Ccarer revolver from his grasp. 
PHYSICAL FINDINGS. 


(A) ‘Right Limb.—1. Bullet wound in thigh 214 


inches above the patella and to the inner side, from 
which there was slight oozing of blood. 


2. Swelling of the whole limb was very obvious. It 
measured 3144 inches more in circumference above the 


patella than on the opposite side (23 and 1914 inches 
respectively) and from 1 to 214 inches more around the 
calf and thigh. The swelling was constantly increasing. 


8. Pallor of the foot was observed by all present, but 


the color around the knee was darker than normal, 
around which the superficial veins were engorged and 
evidently the al veins compres sed by the extravasated 
blood. 

4. Loss of tupetion. ‘The limb as a whole could not 
be used. 


5. Loss of sensation and motion of the foot, and half 
way up the leg was marked. He could not feel what 
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parts were being touched or pricked and he had no 
power to move his foot and leg. | 

6. The foot and leg felt cold, but he complained of 
their being hot and numb. The whole surface of the 
limb was not ag warm as its fellow. 

7. Pressure on any part of the calf, knee and thigh 
caused him to complain of pain. It hurt ain to have 
the limb moved. 

8. Diffuse pulsation in the space could be 
seen and felt; it extended up and down as well as around 
the knee. 

9. A systolic bruit was heard behind the knee and a a 
thrill was felt. The sound caused by the jetting of 
blood from the proximal cut end of the artery into this 
form of so-called traumatic aneurism is peculiar to itself. — 
 (B) Left Limb.—A bullet wound was situated in 
front of the upper third of the thigh, but gave no in- 
-conyenience or special injury to the limb, other than the 
penetration of the quadriceps extensor muscle. 

(C) Constitutional Condition—Shock was quite 
marked when I saw him first, and three hours later he 
was still very weak, pale and anxious looking. His pulse 
was 132 per minute, small and weak. His temperature 
was slightly subnormal, 98 F.., and Tespiration normal. 
He was quite thirsty and his voice was weak and husky. 
He felt nauseated, but had not vomited. The pain and 
distress caused by the tension of the right limb and that 
steadily increasing made him anxious to take the an- 
esthetic. 


OPERATION. 


The bullet track on the left side was cut out for about 

four inches downward toward the knee, disinfected with 
carbolic acid, 95 per cent., and that neutralized with 
alcohol and then the wound packed with iodoform gauze. 
The ball was not then found. Our special attention 
was then directed to the injured right lower extremity. 
I cut out the track of the ball, through the soft parts 
down to the femur and felt that it was penetrated at its 
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inner edge two inches above the patella. A plug of 
gauze was packed firmly into this wound to prevent hem- 
orrhage. An elastic tourniquet was secured around the 
thigh well up so as to prevent arterial hemorrhage. A 
long incision over the course of the popliteal artery was 
made which exposed its entire length. A large quantity 
of liquid and coagulated blood was removed from the 
_ popliteal space and from the cellular planes up and 


down the limb with my fingers and by free flushing with 


saline solution at the temperature of 115 F. It seemed 
to me important to wash out all the extravasated blood 
possible in order that the hindrance to the circulation 
might be minimized. A flattened bullet of lead 
was found immediately behind the injured artery, 
which had not penetrated the popliteal fascia. The 
artery was completely severed at the junction of the mid- 


dle and upper third, except a few shreds of the outer _ 
coat next the vein. On relaxing the rubber band blood © 
-spurted from the proximal end of the injured artery. I 


tied strips of gauze around the artery, one above and the 


other below the injury for temporary hemostasis. The 


tourniquet was then removed. The lacerated ends, 


about an inch altogether, were removed. The caliber 


of the proximal end of- the vessel was free and open, 


while that of the distal was occluded with a small blood — 


clot which was readily squeezed out and which shows 


that there was no collateral circulation. An anastomosis 
by the invagination method was then carried out. The 


_ upper end was introduced into the lower a distance of a 
quarter of an inch and held there by four retention 
sutures of fine silk and the free edge of the lower end 


sewed around the upper with a fine continuous suture of 


the same material. The temporary ligatures of gauze 
were then removed and the blood allowed to enter the 
limb. Pulsation at the ankle was restored at once, the 


extreme pallor of the foot disappeared and it became 
warm. While restoring the continuity of the artery, the 
leg was flexed at a right angle. A broad flap over an 
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inch wide from the semi-membranosus muscle was 
lapped around the artery at the seat of union. The 
branches of the artery destroyed were the superior in- 
ternal and external articular. The popliteal vein was 
intact, but in clearing out blood clots opposite the junc- 
tion of the middle and lower third two small branches 
were injured and tied close to the main vein. The 


popliteal nerve was not injured. The wound was closed 


with silkworm-gut sutures except at its upper and lower 


angles where gauze drainage was left. The bullet wound 


was also drained with gauze. A mammoth dressing 
was applied and the limb fixed at an obtuse angle with 
a plaster-of-paris cast, the foot being left exposed. _ 

- While on the operating table hypodermoclysis of 
normal salt solution of 700 c.c., at a temperature of 115 — 
F., and strychnin, gr. 1/30, were given. When the 
operation was over his pulse : was 112, Sapgianodd 100.6 


and respirations 20. 


AFTER TREATMENT AND PROGRESS. 


‘During the rest of the night he rested well. Strych- 
nin, gr. 1/30, every hour was given for four doses, then 
every two hours for 24 hours. Inasmuch as there was — 


‘no nausea or vomiting he was allowed to swallow as 
much hot water as he desired. The next morning sen- 


sation was found to have returned in the toes and foot; 


the skin was normal in color and it felt warm. The 
urine passed during the first twelve hours after the oper- 


ation was twelve ounces ; it contained albumin, blood, 


epithelia, pus, casts, both hyaline and granular; it was 


acid in reaction and had a sp. gr. of 1030. The second 


day his temperature was 100 F., pulse 118 and respira- 
tions 20, and rested comfortably. The strychnin, gr. 


1/30, was given every three or four hours hypodermic- 
ally and liquids ad Ivb. by the mouth. | 


NOTEWORTHY CLINICAL CHANGES. 
Just 41 hours after the operation a sudden, severe 


_ shooting pain was felt in the calf. Up to this time the 
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FERGUSON. 2 131 | 
foot appeared normal. It suddenly changed in color, 4 1 
and sensation disappeared. When I saw him five hours a 
afterwards he was still complaining of pain in the calf, — i 
ankle and foot. The foot felt warmer than normal, was oi) 
slightly swollen, superficial veins engorged, sensation 
lost and its color changed, and appeared by electric light ad 
to be of a darker hue. The pulsation of the anterior __ ve 
tibial artery at the ankle was gone. — 

fomentations were applied to the foot and 
The next morning at 9 o’clock of the third day after the a 
anastomosis the foot was shriveled, pale, bloodless and — 
senseless. The arterial supply of blood to the periphery — —— 
was evidently cut off, and within the next three days = ~~ ee) 
dry gangrene ensued with a slight increase of tempera- _ HE 
ture, but the pulse improved, being only 90. sings se 

The first dressing of the wound was changed on the é aii 
fifth day through a window in the plaster cast, part of i ml 


the gauze being removed. On the ninth day all gauze 
drainage was withdrawn, the wound cleansed and a 
small packing of iodoferm gauze substituted. By this 
time (ninth day) a clear line of demarcation between © 
the living and dead parts was pronounced. The toes, a 
strip down the sole of the foot, and a patch on the heel 
about the size of a silver dollar, as well as several hdl 
on the outside of the foot and ankle, were dead. | 


FIRST AMPUTATION. 


Inasmuch as no untoward constitutional symptoms 
arose, the patient getting stronger, and the wounds un- 
dergoing a natural process of repair by granulation, am- 
putation was deferred until the thirty-first day after 
the injury; during this time Nature was performing an 
aseptic separation while strict antiseptic precautions — 
were carried out. Then the toes along with ends of the 
metatarsal bones, a broad strip along the sole 
and the necrosed patch on the heel were removed by me. 
With the hope of saving as much of the foot as possible, 
the sole of the foot was left uncovered by skin. 
_ The foot was surgically treated for four weeks thereafter, 
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but the sole did not granulate over, but instead, all the 
soft structure down to the bones necrosed and another | 
operation was advised. 


SECOND AMPUTATION. 


On the fifty-first day after the injury the second am-— 
putation was undertaken and the foot removed at the 
mediatarsal joint. At this time the bullet from 
the left thigh was removed. It was. situated four 
inches above the patella beneath the quadriceps extensor. 

March 20, 1903.—It pleases me to report the condition 
of the patient now. The limb is in excellent condition 


and he is using it every day and attending to business. _ 
- On the 12th of February last he returned to the hos-— 


pital complaining of inability to straighten the limb 
owing to the unyielding quality of the scar. I cut out 
the scar tissue and took occasion to examine the artery. 


I was delighted to find that we both saw and felt its 


pulsation above, below and at the seat of anastomosis. 
This is absolute proof of the success of the operation. 

In looking over the literature I failed to find a case 
of anastomosis of the operons artery for any ¢ cause what- 


ever. 


DISCUSSION. 
Dr. MERRILL RICKETTS, Cincinnati, Ohio—Mr. President: | 

We all appreciate the work Dr. Ferguson has done in regard 
to anastomosing the popliteal artery, but the results are the 
same usually as if this were not done. A great deal of experi- 
mental work relative to the anastomosis of arteries has been 
done, and up to 1898 the aorta has been anastomosed; the 
femoral artery has been anastomosed; the iliac has been anasto- 
mosed, and many other of the larger arteries have been anasto- 
mosed. But we all know that occlusion takes place sooner or 
later. Veins have also been anastomosed. It shows’ what can 
be done in this direction, but occlusion of the vessel results, — 
and there is no way to prevent that, with or without infection. 
I am reminded of a case of paralysis of sensation and motion 
of the leg below the point of injury. A number of years ago 
I read a paper before the Surgical Section of the American 


Medical Association, in which I reported having removed an 


inch and three-quarters of the sciatic nerve. It was impossible 
to tell whether the artery or nerve was injured, but upon cut- 
ting down I found the nerve was injured, and it was necessary 
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to remove about an inch and three-quarters of it. The leg 
was saved in that case, largely due, probably, to the high 
division of the sciatic nerve. We have many anomalies of the 
vessels in the popliteal region. If the doctor had succeeded 
in this case and did not have gangrene, he would have reason 
to believe there were two vessels or two popliteal arteries, as 
the divisions were normally distributed. I have done some 
experimental work in regard to the anastomosis of arteries, 
with results such as were obtained by other experimenters, 
and it looks as though there is nothing to be hoped for, nothing 
to expect. Of course, we all appreciate the work that has 
been done; it shows what can be done in the way of anasto- | 

- mosis, but there is no method by which. we can prevent the 
occlusion that takes place, or the stenosis, 80 to speak, by 
cicatricial tissue. 

Dr. H. P. Hamirton, Omaha, Neb —I would like to ask the 
essayist two or three questions. 


First, I did not understand whether the limb was put up in 
a fixed dressing, so as to keep it immobilized, or not. I pre- 
sume, however, he did so. 
_ In the second case, I would like to ask whether he believes 
‘it was a piece of the vessel wall that became necrotic and was 
' carried down the vessel and lodged as an embolus in the artery 
_ that caused the obstruction, or whether it was an exudate 
- from the vessel walls themselves, causing ey a mural 
thrombus situated in the vessel. 


‘A third question I would like to ask and have him answer 
is this, whether or not, with our present understanding of the 
results following operations on vessels, he would, under condi- 
tions where a large vein has been completely severed, and 
there was ho anastomosing branch by which there could be a 

return of the circulation, dare to undertake an anastomosis of 
such a vein for fear of a necrotic piece of the vein wall being 
carried into the general circulation. I ask these questions 
simply for information. | 

Dr. W. A. TICHENOR, Chicago, Tll.—With reference to the 
remarks of Dr. Ricketts that Dr. Ferguson did not meet with 
any degree of success in doing this operation, it seems to me 
he has met with quite a measure of success. Had he not re- 

sorted to anastomosis of the popliteal artery in this case, 
in all probability he would not have saved anything like the 
amount of limb that he did. He lost only about one-third of 
the foot, and had he not succeeded in anastomosing the popliteal 
artery he would have been compelled to amputate at or above 
the knee, and surely it is better to lose a third of the foot than 
half of the entire limb. 

While the operation is one that is delicate in character and 
requires some skill in its performance, yet the results in this 
case show that an | Bttemipt to re-establish circulation by anasto- 
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mosis is highly justifiable; and, should we fail to do so, it 
does not militate against amputation subsequently. 

Hence, I can not agree with the statements of Dr. Ricketts. 
Dr. Ferguson should be commended for his effort in this line 
of surgery, and congratulated on the success attained in this 


Case. 


Dr. J. W. ANDREWS, Mankato, Minn.—Assuming that the 
vessel is anastomosed, as described by Dr. Ferguson, and the 
circulation is re-established, does the limb become warm again? 


If not, what is the reason? 


Dr. A. C. Bernays, St. Louis, Mo—In the recent literature 
I saw a report of successful anastomosis of the portal vein 


into the vena cava in dogs, with a view to performing the 


same operation in cases of cirrhosis of the liver in man. I 
merely inject this note into the discussion, hoping that some 
of the gentlemen present who have dog laboratories will take 


up that subject. 


Dg. FERGUSON (closing the discussion) —Dr. Ricketts stated 


that the result would have been the same in my case whether 


I did anastomosis or not, meaning thereby that if I had 
ligated the artery at both ends and closed the wound, the 


result would have been the same as I have reported. I wish 
to controvert that statement. Dr. Ricketts evidently has not 

- looked over the recent literature of this work and the results - 
that have been obtained following injuries of arteries. Where 


we have separation of the epiphysis at the lower end of the 
femur in children, the popliteal artery not infrequently is 
ruptured, and in two of my own cases I had to perform ampu- — 


tation when there was rupture of the Reyne artery. These — 
cases were in young boys. 


According to the literature, sieidinahie work has been done, ; 


but I must say this, that nothing has been done in a very per- 
fect way. The technic of the operation which I did can be 
‘materially improved, as well as the technic of the operation 
in the thirty-four experiments done by Dr. Murphy upon 


lower animals. Lembert, in 1762, I believe, was the first to 
suggest suture where there was injury of an artery. In 1773 
we got a report of the work of Assmann; in 1865, Henry Lee. — 


In 1883 Gltick reported his work on arteries; his nineteen 


experiments were failures, death being due, first, to hemorrhage, 
and, second, to thrombosis. This brings us up to 1887-9 (I 


have not time to go into details), until we come to Dr. Murphy’s 


paper, in 1896, who wrote an article entitled “Resection of . 
Arteries and Veins Injured in Continuity; End-to-End Suture; 
Experimental and Clinical Research.” This paper was pub- 
lished in Vol. IX of the Transactions of the American Asso- 
ciation of Obstetricians and Gynecologists, page 333. 
There are other instances in literature bearing on this line 
of work. The latest thing in literature has been mentioned 
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by Dr. Bernays. Let me briefly go over the experiments of 
Dr. Murphy. Of thirty-four experiments, eighteen were resec- 
tion of arteries and end-to-end suture; one died of cerebral 
anemia, and two from hemorrhage. These three cases being 
taken from eighteen, leaves fifteen experiments to be consid- 
ered in studying the ultimate results. In nine instances there 
- was thrombosis; in four there was pus or suppuration. In 
six the artery was patulous. He had suppuration in one of 


these. The clinical experience of Dr. Murphy was limited to 
two cases. 


The first case was a man, 33 years of age, who received a. 
bullet wound from a No. 22 bullet in the femoral and saphenous | 
veins; the artery was grazed. He sutured the openings in the | 
veins, and later on necrosis took place at the grazed spot of 
the artery. He cut down and tied both ends. He did not do 


an anastomosis in this case. _ 

The second case was one in which anastomosis was resorted 
to for an injury of the femoral artery in Scapa’s triangle from 
a bullet wound. In this case he resected and made an end-to- 
end anastomosis. Suppuration occurred in both of his cases. 
Of course, very likely the tying of the femoral artery in any 
part of its course would have done just as Swell: 

Speaking of the popliteal artery, I will mention von Berg- 
mann’s experience in nine cases reported by him which oc- 


curred in the Russian war, seven of which had had gangrene of : 


the leg. . 


I claim in my case that the anastomosis most likely pony 


the limb, ‘and not the collateral circulation. 


The anastomosis kept the artery patulous at least long | 


enough for collateral circulation to become established, if not 
permanently. The dressing was fixed. The occlusion that 
usually takes place is a thrombus. The thrombus is likely to 
become absorbed and the artery may thus again become 
patulous. Injury to veins is much more amenable to surgical 
treatment than that to arteries. Thrombosis is not so likely 
to occur. We frequently suture veins that are cut in the 
neck, in Scarpa’s triangle, and in other places, without the 
least. trouble. 
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? 


THE INEFFICIENCY TO RESTORE PELVIC 
SUPPORT OF IMMEDIATE SUTURE OF 
LACERATIONS SUSTAINED DUR. 

ING LABOR. 


WILLIAM E. GROUND, M.D. 
CHIEF SURGEON GREAT NORTHERN RY. (. M.). 
SUPERIOR, WIS. 


During recent years we are coming to realize more 


and more the importance of careful and painstaking 4 


attention to women cure ae labor and the 
puerperium. 
I will not attempt to add anything new except my 


own legitimate experience, from which I draw my con- 


clusions, and these are to the effect that women are 


neglected in the majority of instances during this, the 
most important period of their lives. I might be more 


emphatic and say maltreated, because there are instances 


in which wanton meddlesomeness and oan 


at this time has been responsible for a woman’s misery 
the rest of her life. Labor may be a physiological pro- 
cess, and as such should be left to nature, at least until 
such a time that surgical interference is demanded, and 


when assistance is called for it should be rendered in 
the most careful manner at the proper time. But the 


woman should not be abandoned as soon as the im- 


mediate effects of labor is passed, but kept under ob- 


servation and any after consequences noted and cor- 
rected. | 
It is practically impossible, as conditions now exist, 
for a woman to be delivered of a child at full term 
without more or less injury to the pelvic floor, vagina 
or perineum. When we remember that the outlet of 
the birth canal, with a diameter of one to one and a 
half inches, is suddenly dilated until a ring of 10 to 12 
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inches in circumference is produced, it is not hard to 
understand why injury is inflicted. These injuries do 
not take place, as a rule, where they are plainly visible, 
but subcutaneous. The line of laceration follows the 
direction of least resistance, or at the point of greatest 
pressure. The tear may go through the skin in the 


median line, but as the force strikes the muscular and 


fascial structures underneath, whose weakest point is in 
- an entirely different direction, along the sides of the 


vagina and rectum, we have produced an irregular or 


zigzag tear, instead of a straight up-and-down wound 
through the same plane of structures. 

The tears in the vaginal mucous membrane and per- 
ineum may not be, and, in fact, usually are not, at the 


‘same point. Lacerations of the pelvic floor (levator 
ani muscle and fascia) may occur immediately under 


the tear in the vaginal mucous membrane, or it may be 


‘submucous at another point, or the musculature of the — 


pelvic floor may be extensively lacerated and the skin 
-and*mucosa remain intact. Under such circumstances, 
| suturing the superficial rents in the skin and mucous 


membrane, passing through a promiscuous mass of 


structure beneath, will not restore the pelvic floor nor 
prevent vaginal prolapse. Who would attempt to cure 


hernia by simply suturing together the skin over the - 


abdominal ring, and pelvic herniation is practically 
what happens when the muscular and fascial structures 
of the pelvic diaphragm are impaired. 


The consequences of lacerations occurring during 
labor depends entirely on the structures injured. If 


confined to the skin and external muscles, the perineum, 
no harm will follow, so far as support is concerned, but 


if the deeper tissues, the levator ani muscle, is in- 


volved, there will occur loss of the perineal flexure of 
the rectum and vagina, with recession of the vagina and 
anus from the pubic arch, rectocele, cystocele, prolapsus 
uteri and uterine retrodeviation, subinvolution of the 


uterus and — and splanchnoptosis, followed by 
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dynamic disturbances of the influence of intra-abdominal 
pressure, supervention of reflex phenomena and a state 
of ill health instituted. 

Notwithstanding the fact that for several years I 
have given special attention to the immediate repair of 
all lacerations of the vulva, vagina and perineum, and 
frequently the cervix, I observed that this repair work 
did not leave the woman in anything like the condition 
she was before labor. I began to study the condition 
of the pelvic floor of my obstetric cases, before and 
after delivery, at different periods, and I found almost 
invariably a condition of relaxation. I do not mean 
to infer that immediate repair work is useless. Quite 
‘the contrary. Lacerations of the perineum are fruitful 
sources of infection, inasmuch as they are constantly. 
exposed to microbic invasion. Lacerations of the cervix, 
however, occupy a sterile region of the vagina and are 
_ therefore much less frequently the source of infection. — 
_ In some cases it may be possible to unite essential struc- 
tures, but, as a rule, such suturing is limited to the 
skin and superficial tissues. Very rarely is a careful 
search made for deep and damaging lacerations. The 
tissues at this time are often so swollen, edematous and 
distorted that it is very difficult or impossible to prop- 
erly place the sutures. Certainly repair work at- 
tempted on a bed, without proper assistance, retractors 
and a good light, is little more than a farce, so far as 
restoring the function of the pelvic floor is concerned. 
At best such operating simply restores the symmetry 
of the pudendal aperture, unless, however, the sphincter 
ani is torn, then immediate suture is imperative to 
prevent fecal incontinence. 


In the first place I wish to eliminate the perineum — 
from discussions on the pelvic floor. Anatomists have 
repeatedly called attention to the disassociation of these 
two structures. One great trouble with the medical 
profession to-day is their eagerness to discover new 
things, thereby failing to fully utilize information easily 


‘al 
a 
i | 
| 
4 
3 
4 
| 
j 
t a 
j 
mi 
{ 
j 
5 
5 
at 
ae 
H 
| 
Ba 
| 
i 
: 
7 
> 
| 
et 
4 
‘ 
é 
Bua 
iw 
at 
4 
a 
Be 
; 
‘ 
a 
‘ 
i 
ii 
| | 
i 


GROUND. 139 


at hand. The pelvic floor proper and the perineal 
structures have entirely different functions. The pelvic 
floor is for support of the superimposed. viscera, and is 
for this purpose alone. The perineum is simply 

common meeting point for muscular and aponeurotic 
structures, and is entirely below and external to the 


pelvic floor, and has to'do with the mechanism of the 
closure of the clefts of the visceral outlets, the sphincters. | 


It is safe to say that the human species is a composite, 
the result of evolutionary processes. The requirements 


of higher life have necessarily modified anatomical 


structures to meet the demands thrown on them: The 


pelvic floor of the human female is a marked example — 


of this. The upright position has made necessary the 


entire reconstruction of the plane of muscles closing the © 


_ pelvic outlet. This plane of muscles and fascia con- 


tains clefts, the exit of the alimentary and genito- | 
urinary canals. In those animals which habitually as-— 
sume the horizontal position, all the muscular mechan- 


ism that is necessary is to prevent the escape of the 
contents of these canals, except at voluntary intervals. 


To accomplish this certain muscular bands are thrown 
around the respective termini, called sphincters, the 


support of the abdominal viscera being maintained by 
the ventral abdominal wall. In the: human subject it 
becomes necessary to especially modify the muscular 


mechanism of the pelvic outlet, so that in addition to 


the sphincters, muscles of support must be supplied. 


So that we then have in the highly differentiated pelvic — 
floor of the human female two distinct muscular layers, — 


functionally and morphologically different. 


“Those muscles having to do with sphincteric action 
_are developed from the primitive sphincter cloaca; while — 


those forming the pelvic diaphragm were originally the 
muscles of the caudal end of the vertebral column, and 
are developed from the primitive flexors and adductors 
of the caudal vertebra.” In tailed animals it was the 


business of these muscles to move that appendage. 
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When the upright cesidies 5 was assumed and tails were 
no longer necessary, these muscular structures were 
utilized to furnish support for the superimposed pelvic 
and abdominal viscera. Hence the levator ani and the 
modern pelvic floor. 

In considering the myology of the pelvic floor only 
those muscles that are actively engaged will be consid- 


ered. The superficial muscles, the sphincter ani, the 


constrictor vagina and transversus perinei, have noth- 
ing to do with pelvic support, and will therefore not be 
investigated in this discussion. 


The pelvic diaphragm is formed by a thin muscular 
sheet, called as a whole the levator ani. It is com- 
posed of four-paired muscles, the ischiococeygeus, the 


-iliococeygeus, the pubococcygeus and the puborectalis. 


This series of muscles take their origin, roughly speak- 


ing, from around the brim of the true pelvis, and are — 


inserted into the sacrum, coccyx and median tendinous 


raphe: The pubococcygeus and the puborectalis form 
the most important constituent element of pelvic sup-— 
port. The pubococcygeus arises from the back of the 
body of the pubic bone along an oblique line which 
_ extends from the lowest limit of the symphysis out- 
ward toward the obturator canal and to a limited extent 


from the obturator fascia. From this origin the fibers 


pass back by the urethra, vagina and rectum and are 
inserted by a tendinous expansion to the ventral sur- 
face of the lower part of the sacrum and coccyx. The 


puborectalis, or sphincter recti of Holl, “arises from the 
back of the lowest part of the symphysis, under cover 
of the pubococcygeus, from the upper layer of the 
triangular ligament, and from the pubis immediately 
below the symphysis. From this origin the fibers pass — 
around the lower rectum, meeting with the fibers from — 
the opposite side, to form a loop or girdle which slings 


the rectum and vagina up under the pubic bone.” 


I. wish to call particular attention to the fact that 
fibers of this muscle pass not only around the rectum, 
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but between the vagina and rectum. This is the muscle 
that receives the major part of the injury sustained dur- 
ing delivery. The process of evolution has radically 
changed this muscle, even more than its associates. 
While its influence on the caudal vertebra has dimin- 
ished, its influence on the rectum and vagina has in- 
creased. So much so has:this been the case that Holl 


considers that the puborectalis is the best developed of 


_ the muscles of the pelvic floor; whereas in the lower 
animals it is hardly discernible. 'This muscle keeps 
the rectum and vagina pulled forward under the pubi¢ 
bone, so that the anus occupies a position on a line from 
one tuberischii to the other, and midway between the 


tip of the coccyx and the symphysis pubic. This is the 
position when the puborectalis is intact, but when it is 
lacerated or has lost its tone it allows the perineal body 
to recede and the perineal flexure of the rectum and 


vagina is lost. The puborectalis forming a complete 
sling around the rectum and vagina and by direct con- 


tinuation of its fibers produces an angulation of these : | 


canals about an inch from the skin surface. — 


If the practice is made of investigating the tonicity of 
the puborectalis in all vaginal examinations, both be+ 
fore and after parturition, the difference can be readily _ 
determined. In women who have not borne children © 
this muscular band can be felt tense and firm, as it 


passes along by the side of the vagina just within the 


introitus. In the majority of cases after delivery there 
is a condition of relaxation, of flaccidity and loss of — 


tonicity, often with little or no resistance to backward 


or lateral pressure with the finger until the ligaments 
and pelvic bones are reached. Breaks in the muscula- | 


ture of the pelvic floor can frequently be distinctly felt. 
I have observed the physical condition of the muscle 


and fascia before and after delivery in the same woman, — 


and noted the difference. ‘These observations were 
systematically made, not only immediately, but months 


after labor, and it rarely recovers its tone, even in those 
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cases in which I had done the most painstaking tin 
mediate repair, with the woman on the table, in a good 
light, with anesthesia and ample assistance. This led 
me to believe that immediate work was not sufficient 
to restore the pelvic floor to its normal condition. These 
observations were made not only with the woman lying 
quietly in bed or on a table, but standing. In fact, most 
of these inquiries were made while the woman was 
standing unsupported. erect position brings out 
the contractile power of the levator ani and the in- 
-tegrity of its fascia, and with the finger within the | 
vagina this muscular band can be studied and any in- 
terruptions in its continuity noted. This can be 
graphically demonstrated by placing a wax phallus in 
the vagina and asking the woman to contract the ve 
floor and noting the indenture. 


~My conclusions are to the effect that almost every. 
woman during her confinement suffers injuries from 
‘which she does not recover unless she is subjected to a 
secondary operation for the repair of lacerations of the . 
‘pelvic floor. 


That immediate suture of apparent lacerations does 
— not restore ee support in | the vast maj jority of in- 
stances. 
That from one to two months after labor the v woman 
- should be subjected to a thorough examination with 
_teference to the integrity of the pelvic floor. Should 
indications of unrepaired lacerations exist, as evidenced 
- by vaginal relaxation and prolapse, uterine displace- 
ment, etc., an operation for immediate repair should | 
be made before the woman’s health has been impaired. © 


DISCUSSION. 


Dr. ‘Henny T. -ByForp, Chicago—Mr. President: While the 
subject of treatment of injuries of the pelvic floor that occur 
during parturition is new in some respects, operators have 
recognized that when they operate immediately after labor 
for the repair of these injuries they have not as good vaginal 
entrance as they have in those cases in which a secondary 
operation is performed. I divide these cases into two classes, 
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one in which the rupture commences early, goes down through 
everything, perhaps extends into the rectum, and we have a 
more or less normal relation of the parts that are lacerated, 
if I may use that expression. In the other class the ruptures 
do not commence early. The parts are stretched until the 


perineum becomes more or less ecchymosed and distorted. 


There are more or less subcutaneous lacerations, although the 
tear may not extend down to the sphincter ani muscle. If we 


operate on a case in which the laceration occurs early and 


extends down into the rectum, we may get a good result, ex- 
cept superficially at the vaginal entrance of the perineal body. 
We are able to get at the muscles underneath, because they are 
usually torn before they are displaced in the distended almost 
membranous perineal body. When we have this sort of brown 


paper perineum, so to speak, we should pare off quite freely all — 


ragged places, for there is an abundance of tissue. In these 
cases it is well to wait three or four hours for adjustment of 


the parts. If we wait from four to six hours, perhaps we will | | 


get a better result. A small vaginal entrance is not necessary, 
as long as the lower ends of the urethra, vagina and rectum are 
properly supported. The vaginal orifice is sometimes hardened 
from cicatricial tissue, which holds the organs in _ after 


making a good entrance. 
Dr. WatTER B. Dorsett, St. Louis, Mo.—This paper is one 


which requires a good deal of consideration on the part of the 
Association, inasmuch as it is a step toward prophylaxis in 
gynecology. There is one point the essayist failed to bring out, 
and that is the site of the tear. In taking histories of my 
gynecological patients who have borne children, I have asked 
this question, What position did you occupy when you were in 


bed after delivery? And I have been struck with the almost — 


universal answer, “The Doctor kept me flat on my back for ten 
days.” If we consider for a moment the process of involution 
that takes place in the uterus after delivery, after it has con- 
tained a child weighing seven or eight pounds, the position of a 
woman lying flat on her back is one that facilitates retro- 
- flexion. There is no animal that sleeps on its back. I dare say, 
if any of you slept on your back constantly, you would find it 
disagreeable. It is an unnatural position for anybody to rest. 


For that reason I have insisted on patients lying-on the right or — 
left side; in doing so, the uterus falls forward toward the 


anterior abdominal wall, and the omentum and small bowel find 
their place back of the uterus; whereas, if they lie on the back 
the uterus gravitates into the hollow of the sacrum, the intes- 
tines fall forward toward the abdominal wall, and prevent the 
uterus from ever occupying its normal position. 


In regard to the paper, I do not know what class of patients 
the essayist gets who expect repair to be made at once. I 


seldom get a chance to repair a perineum before some months 
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after delivery, and usually it is only after a rectocele or cysto- 
cele has been established that they come to me for repair. 

Dr. W. A. TicHEeNoR, Chicago, Ill—I did not understand the 
essayist to say that it was unnecessary to repair a perineal at 
the time of birth, but gleaned that idea from the general tone 
of his paper. It seems to me that there are several good reasons 
why repair should be made at the time of delivery. One reason | 
was mentioned by Dr. Dorsett, namely, that we do not always 
get an opportunity to repair the perineum subsequently. These 
patients often go for years before presenting themselves to 
have the laceration repaired, and then they usually come com- 
_plaining of other troubles either due to the destroyed perineal 
body, or other causes, and then, too, when much broken in 
health. If we sew up a tear at the time of delivery, we cer- - 
tainly lessen the chances of infection to the open wound that is 
left there. The essayist stated that repair at the time of 


rupture is inefficient. I should say, it is just as efficient at that 


_ time as any other if as thoroughly done, but it may not appear 
_ $0, on account of the great relaxation of the parts at this time. 
‘We usually only operate at this time where there is an actual 
laceration of the mucosa. Usually there is no reason why we 


- ghould not repair the perineum within forty-eight hours after 


delivery and if the.tear is extensive, chloroform the patient, put 
her in the lithotomy position, and in a good light, and coapt 
the parts from the bottom of the wound and do it as i Smerougaty 
as you would at a subsequent time. 


Dr. J. N. WARREN, Sioux City, lowa=I ‘sitched from the paper 
_ and from the trend of the discussion that we do not get restora- 
tion of the pelvic floor to a normal condition equal to what we 
had prior to confinement. My experience has taught me not to | 
_ decry immediate operation, because that is the proper time to 
do the work. The mistake is that these operations on the 
perineum, as a rule, are not properly done. If you pass a 
suture through the skin, and get around through the pelvic 
_ tissue and close up the mucosa and skin, you have not done a 
proper operation, and that is the operation that is usually 
done. It is a well-known fact that if you wish to restore any 
muscle, you must restore the plane of fascia, otherwise you do 
- not get proper restoration when you do that kind of operation. 

In the so-called late operation for repair of the perineum you | 
shorten the vagina, but do not restore the planes of fascia; | 
you do not narrow the outlet, and that is the proper thing to 
do. You will find in every one of the recent cases you have a 
laceration of the mucosa extending to the perineum down 
through the sphincter ani muscle; the laceration may extend 
farther back beyond the mucosa; if you pare off the edges, so . 
as to include the plane of fascia in the bite of the needle, and 

sew it on one or both sulci, which happen to be torn, and if you 
begin suturing in the plane of fascia so as to include the fibers 
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of the fascia, as well as the muscle, and bring it down and 


y 


close the skin on the outside, you will get as perfect a restora- Hake 
tion as it is possible to obtain. In these late operations there A) 
is atrophy of the muscle and fascia, so that we can not get +H : 
proper restoration and apposition. Hf 4 
Dr. J. W. ANDREWS, Mankato, Minn.—I could not hear all of i a 
what the last speaker.said on account of noise in the hall, but I — Hie i 
think he lost sight of one fact in speaking of the immediate aie 
operation for repair of laceration of the perineum. Probably in) | 
the majority of injured perineums are incomplete injuries when Hal 
the skin is not torn. But this can not be diagnosed at the ti 
time. We have got to stretch the perineum, and these cases aii 
can only be operated on at a subsequent time. ] i 
I think the writer of the paper made the statement that the aa) 
majority of women have defective perinei after parturition. I Hib 
do not think that is true. I do not believe nature is so im- eit 
perfect. Of course, there are many women who do have defec- iil 
tive perinei after parturition. ‘The majority of women go | | | dae 
through parturition with a perfectly functional perineum, and i) 
I do not believe that all of them need an operation. —_ Hu) 
Dr. Harris has devised a successful operation for restoring the - ni 
‘perineum; that is, he dissects down, exposes the muscles, and © | 1 i 
brings them together. I should be glad to hear from him as to att 
what results he is obtaining from that method. 
Dr. Grounp (closing the discussion)—In examining these 
women, after having done careful immediate repair work, I Hil 
find the pelvic support has not been restored, and that there is a) 
a sagging of the pelvic floor. I tried to make a distinction be- ai) 
tween perineal and pelvic support. They are entirely different. ah 
When we speak of repairing a laceration of the perineum, we a) 
do not include pelvic support. They do not belong together, so net 
far as the function of the pelvic floor is concerned. I believe Sri 
we should sew up these lacerations as they occur, but we should i 
not lose sight of our patients after this has been done, for the — 
reason that in the majority of cases the muscle that goes around ii 
the vagina levator ani is relaxed. It has lost its tone by © ) | ab : 
lacerations and by operating at some subsequent time before +i 
the vagina has had time to sag and the uterus to get out of > * Bins: 
place, we prevent pelvic herniation. We bring up and restore a) 
the tenseness of the pubio-rectalis muscle. In my paperI did © 
- not speak of any special operation. The Emmet operation does _ — 


the work very well. The operation I have practiced has been _ a9 as a 
described by Dr. Goldspohn, and it is one which answers the . 
purpose admirably. 


The point raised by Dr. Dorsett in regard to kedjping women ae Soe a 
off of their backs is a good one. For a day or two it is well © ie 
to have them lie on the back to facilitate drainage, but after | i | 

that I require them to lie on one side or the other. — 
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LUNG SURGERY. 
HISTORICAL AND EXPERIMENTAL. 
(ABSTRACT. ) | 


B. MERRILL RICKETTS, Pu.B., M.D. 
CINCINNATI. 


COMPARATIVE ANATOMY. 


knowledge of comparative anatomy is essential, 
especially for experimental work. sai 
In reptiles only one surface of the capillaries is ex- 


posed to the air, while in men all sides are exposed to air. 


_ The lung of the water-dog (Necturus lateralis) con- 


_ sists of two elongated cylindrical bodies. Both the outer 


and inner surfaces are smooth. There is both an arterial 


and a venous system. ‘These are so arranged that each 


vein is at right angles to the corresponding artery. 
Snakes have only one lung (the right). It is an 


elongated cylindrical body, and smooth two-thirds of its 
: length. The posterior third is divided into numerous 
air cells, which communicate with a central cavity with- 


out any apparent communication between the air cells. 
In birds the bronchus, after penetrating into the 


lungs, breaks up into numerous tubular passages. These 
passages are not true bronchia, since the alveoli or true — 
lung structures arise directly from them. The prin- 

cipal bronchia communicate by large rounded openings _ 


with large air bags situated in the abdomen and in the 


hollow bones. These air bags should be considered as 


part of the lungs, as they are directly connected with 


the bronchi. The air sacs do not communicate with © 


one another. 
LUNG OF MAN—BLOOD SUPPLY. Eas 
The lung receives its blood from two Sa the 


bronchial and the pulmonary. 
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In the first, the venous radicles from the bronchioles 
empty into the vena pulmonalis, and the arterial 
branches into the vena azygos. Hence in all operations 
involving the bronchus the latter should be ligated trans- 
versely, whether it be transverse to the lung or not. 

The larger pulmonary arteries and veins are situated 
in. the intralobular connective tissue. They subdivide 
into minute vessels, each encircling an alveolus, and then | 

split up into a very fine capillary network, only sep- 


4 


membrane. i 
Only a single mesh of capillaries exists in an interal- ‘| 
veolar septum. | ili 
Malpighi, 1661 A. D., was the first to discover fon. i 


branches of the vagus and sympatheticus. The fila- 
ments of these plexi follow the ramifications of the bron- 


of the lungs. | 
Monkeys have an accessory lobe called the azygos lobe. 


This is supplied by an accessory bronchus, which arises 


first branch is given off. The bronchus of the sheep 
longitudinal axis of the trachea. For this reason foreign 


_ right lung respires before the left at birth. 


He first found them and the lung cells : in the sd Hi 
and lungs of. frogs. | i 

Lymphatics rise from the alveolar septa and commun- il 
icate directly with the alveolar cavity by stomata in the Hil 
alveolar walls. The lymphatics form a plexus in the i ] 
submucous tissue accompanying the branches of the Hl 
bronchia, as well as the pulmonary veins and arteries, H 
emptying finally into the bronchial at the roots i 
of the lung. 


Nerves.—The pulmonary plexi are formed from — 


chia, and finally become lost on inthe parenchyma i 
| 


arated from the air by the exceedingly thin alveolar an 


from the right bronchial trunk near the peint where the —S_ ae ae 


grows from the trachea direct. i} 
Man’s septum bronchiole is placed to the left of the i) 


bodies lodge more frequently in the right bronchus, Hi 
which is shorter than the left. This is also why the ll | 
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There are, sometimes, three branches of the bronchus. 

The sensibility of the bronchia is thought to be 
slight. 

Lobes.—Some animals have one or more lobes, having 
as many as five on one side.. Some have fissures while | 

others have not. 

M an.—The normal number of lobes on the left 1 is two, 
while three are on the right. 

The fissures are many times so high ‘posteriorly that 
the middle lobes will prevent palpitation and ausculta- 
tion of the posterior surface of the upper lobes. 


EXPERIMENTAL (HISTORICAL). 
Davidson’s (1795) observations on the anatomy and 
pathology of the pulmonary system is one of the first 
contributions to this subject. | 
Harlan, 1819, showed by experiments « on ‘eine: ani- 
mals that the circulation of the blood through the lungs 
is immediately and entirely — ne expira- 
tion. 


Cauman, 1848, said. that the ¢ capillaries of the lungs 
do not anastomose. 


Bert, 1869, contributed his research on the elasticity 
and contractility of the lungs, and the connection of 
these properties of the lungs with the pneumogastric 
nerves. 
Brown, 1884, showed the alveoli of the lungs to con- 
tain squamous epithelium, and in 1885 that the bronchia _ 
contract under certain conditions. 

Crevilheir, by dissection of a fetus, showed that one 
or both, apices may extend along the cervical spine. 


Here it may be remarked that the fact that the peri- 
cardium has never been found absent should be remem- 
_bered in eliminating its absence in herniated lung of the 
left side. It should also not be forgotten that the lower 
costal cartilages on the left side in women are rare, and | 
that the cervical ribs are also rare, there being but two 
cases of the latter —— 
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LIGATURES (HISTORICAL). 
-Susrutus, 1500 B. C., applied ligature to the umbilical 
cord of new-born babies before severing it. 
Hippocrates was familiar with ligatures. 


Archigenes, 100 B. C., was probably the first to use 
ligatures in amputations. 


Celsus, 30 B. C., used linen thread. 


Galen, 131-211 A. D., was partial to silk or fine cat- , 


gut for ligating the proximal ends of injured vessels. 


Alphonso Ferri, fifteenth century, preferred a needle 


three inches long, curved only at the Point with the 
eye at the opposite end. 


Fabricius the Elder, 1537-1619, mentions the use of = 


animal sutures for intestinal wounds. 


Fabricius von Hilden, 1560-1634 A. D., was first to : 


introduce hemp for ligatures into fermany. 


Fabricius of Aquapendente, 1647, recommended me- 
tallic sutures. 


Animal sutures were ‘tutencinad into America by Dr. 


Physick in 1814. 


Wardorp used silkworm gut for ligatures as early as 


1796, and McSweeney i in 1818. 


Dr. Ishigaro, a Japanese surgeon, used a ligature 
made from the tendon of a whale. | 

Marcy, 1871, and Urol, 1880, employed kangaroo ten- 
dons. 


Silk catgut and animal tendons are preferable for 


sutures and ligatures in the lung. 


PNEUMONOTOMY, PNEUMONECTOMY, PNEUMONOPEXY. 

In this chapter are included all cutting operations, 
such as amputations, incisions, removal of foreign 
bodies, opening of abscesses, gangrene, cysts, etc. In 


each of these chapters, however, have been placed their 


respective cases. 
Fabricius, 1646, records cases in n which large portions 


of the lungs were excised, with recovery of the patients. : 
Baglion, 1714, advocated operations on the lungs, and 
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Barry, twelve years later, advised operations on the 
lungs for consumption. 

A fellow-officer wounded with General Wolfe at Que- 
bec, 1759, is said to have recovered after the removal of 
a large portion of the injured lung. | 

Hale, 1851, referred to a case of penetrating wound 
of the chest in which he removed a piece of the protrud- 
ing lung. 

Little was said concerning operations on the lung for 
more than a century later, when Richard, 1880, reported 
a case of penetrating wound of the thorax with im- 
mediate pneumocele. Excision of the lung was wrens? 
and the patient recovered. 

Thomas, 1885, suggested and treated cysts of the 

by opening and drainage. 
-. Bull, 1891, treated two cases of gangrene by operation. 
_ Tuffier, in his Moscow address, analyzed 306 pneu- 

monotomies as follows: Metapneumonic gangrene, dif- 
ferent causes, 55 operations, 10 recoveries ; 49 operations 
for abscess, 23 per cent. succumbed; 3 operations for 
incipient tuberculous foci cured ; 26 operations for cav- 
ities, 13 recoveries ; 29 operations for aseptic lesions, 22 
recoveries (75. 8 per cent.) ; 61 operations for hydatids, 
55 recoveries; 215 operations for septic lesions, 140 
recoveries (64.8 per cent.) ; tubercular cavities, 36 op- 
erations, 36 deaths; abscess, 49 operations, 12 deaths; 
bronchiectasis, 45 operations, 13 deaths; foreign bodies, 
11 operations, 4 deaths; gangrene, 74 operations, with 
- 80 deaths; actinomycosis, 1 eur recovery ; total 
306, cured 217, died 88. 

B. Bell advises and opens abscess i in any locality of the 
lung with more or less success. _ 

ABNORMALITIES, 

“There are many types of abneriaalities of the lungs, 
any one of which might greatly influence surgical inter- 
vention. There may be one, two, three, four, five or 
even more lobes, or there may be the entire absence 
of lung tissue on either side. 
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‘The blood vessels, nerves and bronchi vary greatly in 
number and position, so that there is no way of deter- 
mining their presence or absence without opening the 
chest before or after death. ae 

General body deformity is also many times a cause Hd 
for variations from the normal type. 
The diaphragm is ofttimes entirely absent in man. - 
Hoffman, 1783, reported a case of dinshiniiiiitia. 
_ junction with the lung, and Broca, 1852, reported one 
with complete separation of the two lobes of the lung. 
There have been about fifty interesting papers con- 
tributed to hereditary defects of the lung. 

Atelectasis—A pneumatosis.—A telectasis is collapse of 
the lung before birth, and due to many causes, such as - i 
continued compression of the lung fluid, new growth, | 

deformity. 
 Apneumatosis is of the lung after birth, due 
to the same causes. oer — 
Joerg, 1832, Barlow, 1841, and Spangenber, 1844, 

| 


= 


each record such cases. 
More than thirty observers have reported on this sub- 
ject in the various journals. 


Hernia or pneumocele is of many varieties and pte 
Lung tissue may protrude from an opening in any por- 
tion of the chest. It may be congenital or acquired— 
congenital when there is defective development of the - 
chest wall, acquired when due to injury. 

Sudden hernias have no pleural sac, while those which _ ie i) 

- come gradually do have a sac. If let alone the first a 
always have adhesions, while the latter may or not 
have adhesions if let alone. 


Rolandus, 1499, removed a portion of a lung 
with recovery, and he took the patient to Bologna for . i 


inspection by his colleagues. 
Tulpius, 1674, ligated and cut off three ounces “Sots aa i 
lung which protruded. 
Knox reports two cases of hernia of the lung in the at 
neck, 
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Couvey reports fourteen such operations, with two 
deaths. | 
Morell-Lavalié, 1824, reported eight, with one death. 
Of twenty thousand wounds of the chest during the 
Rebellion there were only seven hernias of the lung. 
Abscess is the most frequent surgical lesion of the 
lung, and recovery more ae in the acute form, when 
operated on. 


Balgious, 1” 10, was one of the first to Creat tubercular’ 
abscess of the lung. 


_Bligny, 1720, Berry and 1726, each advo- 
cated opening tubercular abscesses of the lung. 


Campradon, 1769, treated a case of abscess of the lung, 
and cured it by surgical intervention. 

Gumprecht, 17 93, treated an abscess of the lung eurg- 
| Richard, 1812, successfully incised an of the 
lung, with recovery. 

There are many other cases of abscess of the lung, 
tubercular and otherwise, which have been operated on, 

many of which have recovered. Abscess of the posterior 

surface of the lung is the most inaccessible form. Re- 
section of one or more ribs is necessary, and should be © 
done, that the location of the abscess may be determined 
by palpation. | 

There are several hundred operations for abscess of 
the lung reported, with about 66 per cent. recoveries. 

‘Block, 1881, opened an abscess of the lung, patient 
died. Coroner censured him for operating, and Block 
suicided by pistol. a6 

Gangrene is rather frequent, and due to many causes, 
such as injury, syphilis, abscess from any cause, foreign 
bodies, and the acute inflammatory diseases of the 
respiratory system. 

Pneumonia is the most frequent cause, also pressure 
from aneurismal or other intrathoracic tumors, which 
interfere with the blood circulation. 
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The most troneunt site is the posterior cent of the 
upper portion of the lower lobe. 

The mortality of gangrene of the lung, if let alone, 
is from 85 to 90 per cent. While it is only about 40 
per cent. if subjected to surgical operation. — 


The treatment is very much the same as for abscess 


of the lung. All gangrenous portions should be re- 


moved and free drainage established. 
‘There are about seventy contributions to this subject. 
Syphilis—Unless a syphilitic lesion of the lung be- 


comes an abscess or gangrenous, nothing is to be done 


-exeept to place the patient on anti-syphilitic remedies. 


_ There are perhaps no pathologic lesions of the lung 
more easily influenced or completely overcome by medic- 


aments than: those due to syphilis. It is probable that 
but a small per cent. of the syphilitic lesions become 
gangrenous or terminate in abscess. 


The early literature begins with Zadig, ‘1797, ‘who 


-preseabed a paper on diseases of the lung due to venereal 


~ causes; but little was said concerning syphilitic lesions 
_of the lung until 1841, when Munk published his paper — 


on syphilitic diseases of the lungs. 
Lagneau, 1853, published his work on diseases of the 
Jungs caused and influenced by syphilis. 


Edema is an effusion of serum into the submucous 


connective tissue. Flint says that the transudation is 


primarily within the air cells. The serum also infil- 


trates the interlobular structure. 
‘It is found in acute infectious diseases. Valtake 

disease of the heart is a prominent factor in its causa- 

tion; compression of the lung by a tumor of any char- 


acter ; inhalation of hot or cold air or gases; suppurative 


hepatitis, Hodgkin’s disease, eclampsia, leukemia, 
anemia and chlorosis may cause it. | 

It may be local or general; is found i: in persone under 
fifteen years of age. 


Miiller, 1891, is one of the first to describe this most 


interesting condition. 
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Anthony, 1891, speaks of a case of pulmonary edema 
complicating pregnancy. 

There have been about twenty conirihaitine to this 
subject. 

TREATMENT. 

‘Phlebotomy has been advocated in acute edema. The 
surgical treatment is essentially the same for broncho- 
pneumonia, hydrothorax and edema. | 

Foreign bodies in the lung or bronchia may be re- 


moved by coughing or they may escape through the 


chest wall into the trachea, esophagus, into the pleural 
cavity and through the diaphragm, or from the sub- 


- cutaneous portions of almost any point on the body. 


Some, such as bird-shot, may become encysted in the 
lung, and remain indefinitely. — | 
Experiments with the x-ray show that the positiiie 


of a foreign body in the lung when expanded is changed ~ 


when the chest is open and the lung contracts. 
Among the earliest reports of foreign bodies found 


in the lung is by Tillingius, 1688; Kirby, 1700; Bucht- 
field, 1671; these were in the fied of concretions. 
Grahamn-Urais. 1834, reported a case of deposits of 
charcoal in the lungs of miners (anthracosis). 


In later years we find the report of a bree nail in the 
lung. 
Bullets of different siden one of which was im- 


-pacted for forty-two years. 


In 1876, Johnson of Baltimore, in the presence of 


_ Sir Morell MacKenzie, removed a toy locomotive from 
the subglottic cavity by tracheotomy and thyroidectomy. | 


-Weist’s records of 1,000 cases of foreign bodies in the 
lung are exceedingly interesting. Of 177 cases, 66 were 
expelled with recovery; 26 died without operation, and 
85 underwent tracheotomy; of the latter 66 recovered 


and 19 died. In 109 cases due to watermelon seed, 70 


got well without operation ; 3 died with it; 3 had trache- 
otomy performed, while 26 recovered and 8 died. __ 
Coffee beans caused 59 cases; most of them recovered 
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without operation. Of 371 miscellaneous cases, 263 had 
no operation, 109 recovered; 108 had tracheotomy, and 
77 recovered. 

Of the 1,000, 93 had tracheotomy performed, but 
foreign bodies could not be found in 73 of them. In 5 
of these the body was expelled through the mouth after 
the wound had closed. In 63 of the 1,000, hooks, etc., 
were used to successfully remove the body. | 
- Total number of operations, 338, of which 245 re- 
covered and 93 died. The voices of 10 were lost, and 
impaired in 38. 

Laryngotomy, 36 operations; 30 recovered ; 6 deaths. 

Laryngotracheotomy, 26 operations ; 19 recoveries ; ; 7 
deaths. 


Tracheotomy, 27 6 operations ; 196 recoveries, and 80 
deaths. 


_. Moxley, of Ironton, Ohio (personal communication), 
had a case in which the tip of a silver spray was coughed — 


up after having been in the bronchus forty days. 


De Forest Willard was one of the first to open the 


bronchus for the removal of a foreign body, 1891. 


Ferguson, 1892, records a case of a Durham tube in 


the right bronchus which he removed through incision 


in the right neck, extending through the isthmus of the 


thyroid to a point near the bifurcation of the bronchus. 
The patient recovered. 

There have been more than seventy papers devoted to 
foreign bodies in the lung. sy 

Rupture of the lung may be due to coughing or in- 
jury, most frequently the latter, and it may occur with- — 
- out injury to the chest wall. 
Ashhurst collected 39 such cases, without of 
the chest wall; 12 recovered. 

Otis collected 25 such cases from a military prachice 
exclusive; 11 of these recovered. 


Tait of Edinburgh, 1844, records a case of iii 
of the lung, since which time there have been many 
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Similar cases reported, with about 30 per cent. of recov- 
eries without operation. 

Ferrarri, 1855, reports a case of — of the lung 
due to deep inspiration. 

Wallingford and Roberts, 1901, record a case of spon- 
taneous rupture of the bronchial artery ; instant death. 

Twenty-four papers by as many different writers con- 
stitute the literature on this subject. 


GUN SHOT WOUNDS. 


‘The history of this class of wounds begins with Mallet, 
who, in 1743, published a report of a lad who was shot 
through the lung. _—j 
Rigby, 1790, reported a case of recovery after the ball 

had passed through the lung. 
Hermetically closing the chest was suggested by Paré, 
Larry-and Lamotte, and again by Benjamin Howard in 
1863, just before the battle of Gettysburg. | 

Sixty-seven cases were so treated for injured lung; 
25 recovered; 42 died. Fifteen out of the 42 were found 
on autopsy not to have received lung injuries. : 
_ In the absence of statistics it is safe to say that the — 
same per cent. of those who recovered (25 per cent.) 

did not have lung injuries. It is probable that the same 
rule could be applied to all chest wounds—that is, only 
about 30 per cent. of undetermined chest wounds do not 
involve the lung. 

_ Dr. Orpheus Everett’s name appears among those who 

sealed chest wounds at Gettysburg, he having closed five, 
with death resulting in each case (personal ¢ communica- 
tion ). 

Only 20 recoveries took ies out of 200 chest wounds 
at the battle of Sebastopol treated by the administration 
of digitalis; while 27 recoveries ensued in 127 wounds — 
of the same character treated by venesection. 

About 621% per cent. of the wounds received during 
the Civil War, 1861-1865, were of the chest. The upper 

lobe was most frequently wounded, the ratio being 1 to 2. 
Of 8,715 chest wounds in the Rebellion, 492, or 514 per 
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cent., spat blood, and 60 per cent. of the total number Tet 
died. 


LACERATED AND INCISED WOUNDS. 


_ As early as 1777 Pew gave an account of a most won- Pe Biiii 
derful recovery after a wound through the lung. 
Sewell, 1849, reports a case of transfixion of the chest | ||). 
of a youth eighteen years old, who accidentally fell on - sil Ni 
a scythe blade, the point passing under the right axilla vagy — 
between the third and fourth ribs straight through the == Beli), 
chest. There was no hemoptysis, and the patient ee stil 
Brown, 1877, reports a case of a young man who, ge  —. |i 
while running to a fire, struck the pole of a carriage, 
which passed through the chest under the left nipple. Ba Oe 
There was no hemorrhage; the boy recovered. 
Casper, 1880, reports two cases of wounds of the lung; — | | it 


in one by a carriage pole, and in the other the end af a. — 
mast passed through the lung. 


Brokaw, 1890, reports the case of a chiantii clerk 
who received a thoracic wound extending from the third 
rib to within one inch of the navel, thirteen and a half — : 
inches long, completely severing all muscular and car- i —it—t—S 

tilaginous structures. In addition there was a terrible 
- abdominal wound, causing almost complete intestinal 
evisceration. The lung partially collapsed, the cartilages 
were ligated with heavy silk and hemorrhage checked 
by ligature and packing gauze in the interchondral 
spaces. The patient was discharged in a little over a ae 
month, the only evil result being a small 
ventral hernia. Wee 
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NEOPLASMS. 


Only a few cases of polypi of the bronchi have hati 
reported ; however, they exist more often than is gen- 
erally supposed. They may become detached and ex- 
pelled by coughing. They may partially or completely 
occlude the bronchial lumen. They may undergo fibrous 
degeneration, become infected, gangrenous, or cause pul- ° 
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monary abscess, or they may remain indefinitely with- 
out causing any trouble. 

Clark, 1700, reports one of the earliest recorded cases. 

Sanber, 1719, reported a case of polypus coughed up 
from the windpipe. 

Hankel, 1839, reported cases of chronic trachitis and 


_ bronchitis due to: polypi of the bronchia. 


Their presence when pedunculated is noticeable in 
the change of bronchial sounds caused by the polypi 
swinging back and forth, but when the bronchia | are OC- 
cluded the sounds will cease. 


Lymphoma is a malignant growth rarely found i in the 


lungs. It is generally secondary. The harder growths — 
are yellowish, white and dry, rarely spreading beyond 
the capsule, and never undergo cheesy degeneration. 


Suppuration is, indeed, rare; found oftener in men 
than in women, probably due to occupation. The lungs 


of cobalt miners of Schneeberg are said to be ‘tnvarienly 


affected with lymphosarcoma. 


Chondromata, as a rule, are due to trauma, and use: 
ally appear in. the cartilage of the bronchi (enchon- 
droma), but they may originate in the absence of car- 
tilage, which is the rarest form (ecchondroma). They 


may be combined with sarcoma. A primary enchon-— 
- droma is reported by Courment, 1895. 


Osteomata.—Three varieties form i in the lung: First, 
osteoma eburneum; second, osteoma spongiosum; third, 
osteoma medullosum. All are supposed to be due to 
syphilis, and are found in the form of tin plates which 


are of slow growth. 


Brambella, 1895, records : a case af multiple osteoma 


of the lung due to gout or syphilis. 


Dermoid is rarely found in the lung. 
Goodlee, 1889, opened a dermoid of a lung, removed 


the process and drained, with recovery. 


Sormain, 1890, and Ogle, 1896, each report a dermoid 
cyst of the lung. 
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SURGICAL TREATMENT OF BENIGN AND MALIGNANT 
TUMORS. 


Dissection of the capsule " the tumor is not neces- 
sary. 

‘Benign tumors require no interference, except when 
troublesome on account of size. _ 

The treatment of malignant tumor of the lung, thus 
far, 1s very unsatisfactory, as the malignant tissue can 
not be removed. 

There are many cases of sarcoma and | carcinoma of 
the lung reported, one of the earliest publications of 
cancer of the lung being Bricheteau’s case, 1832. 

Huber, 1890, is probably the first to report sarcoma 
of the lung. Since then there have been twenty-six 
contributions to the subject. 

Carcinoma is less frequent than sarcoma, there being 
but nineteen contributions to the subject. 


BAC ILLI. 


Anthrax of the lung was discovered by Davaine and 
Rayer in 1850. 

The domesticated animals of ~~ are said to be 
immune to this disease. . 

Schottmueller, 1898, reported two cases 
in the human lung. One of the patients made baskets 
from strips of hide; in the other the cause could not be 

ascertained. 


Bacillus edematis mali gnee has been found in the 


lungs of animals. 


Bacillus werogenes found most frequently 


in cases following trauma. 
Johns Hopkins Hospital Bulletin, vol. iii, p. 81-91, 
offers the first contribution on this subject. _ | 
Ohimacher and Loeb, 1900, have written extensively 

on this subject, in the Boston M edical and Surgical 
Journal, vol. cxliii, p. 73, 1900. 

Bacillus typhosis (Eberth) has been found in abscess 

of the lung by Ramsey, 1890. He also found it in gan- 
grene of the lung and spleen. It is probably of second- 
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ary and not primary origin, and when found is associ-- 
ated with tissue necrosis arising after the third week 
from the onset of the fever. | 
- Bacillus pneumonia was first described by Friedlander, 
and is found in alveoli exudates and in the exudates of 
the pleura and pericardium in cases of croupous pneu- 
monia. It is a short, thick bacillus, resembling cocci 
enveloped in a gelatinous capsule. Sometimes a single 
contains two or more bacilli. 
Bactllus tuberculosis was first described by Koch in 
1883. 
PARASITIC FUNGI. 


. Actinomyces is a vegetable parasite found in animals 
-and men, and is supposed to be inhaled after having 
colonized in the mouth, probably in decayed teeth. 
Direct infection of the lung is very much questioned. 
Sebert, 1848, was the first to any on me 
subject. 

Belfield, 187 9, was the first to discover this digease i in. 
America. 

Ponfick, 1882, was the first’ to recognize this disease 
inman 

Murphy, 1884, was sti first to discover this disease 
in man in the United States. _ 

It is said that the first case stiapaline’ in living : man 
was reported on Feb. 12, 1889, by Powell and Goodlee. 

Heuser, 1895, reported a case “ pemmpery actinomycosis 
of the lung. 

-Benter reported one which recovered. 

When found in the lung the patients do badly. 

Twenty per cent. of tne cases reported have been of 
the lungs. 

Aspergu lus first mentioned this vegetable 
parasite in 1856. The most dangerous of the species is 
the aspergillus fumigatus. 

Wheaton mentions a case ina child two and one-half 
years old. 

There is no general infection, and the examination 
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of the sputum reveals nothing, and is said to be always 
secondary. 
Furbringer, 1886, collected eleven cases. 


_ Pneumonomycosis has been known for half a century 


to be a causative factor in lung diseases. 
_ Bristowe, 1853, reported a vegetable fungus growing 
in the cavity of the lung, but its identity is uncertain. 


Some think pneumonosis to be an aspergillus. 


Echinococcus is the tapeworm of the dog, and its 


larvee enter the human body with food or water.. 


The embryo passes through the wall of the stomach 


into a tissue in which it becomes lodged. 


Todd, 1852, reported a case of hydatids of ‘the Tight — 


lung, with recovery after expulsion of the cyst. Since 


then there have been fifty contributions to this disease 


of the lung. 


is not infected by eating meat the 


hydatid, because it is only the embryo of the echinococ- 
cus that is the cause of disease in man. 


If taken into the body in the mature stain the hydatid | 
will become encysted without injury to its host. Here 
it forms its eggs and thus is prepared to infect any ani- oe 


mal into which it gains entrance. — 


_ If the hydatid does not become encysted i in the edy. it 


igs either digested or passed out through the 
tract. 

Paragommus Weekes is a trematode indi genous 
to Asia and Formosa, and especially in Formosa. It is 


commonly known as a a lung fluke, found in both animal 


and man. 

Manso was the first to Aeueniiee this parasite. It is 
not found in the very young or very old, usually found 
in those of strong constitutions, of middle life and vari- 
ous stations of life. 

Yamagiwa thinks that surgery shies be tried if the 
exact locations of the more superficial cysts could be de- 
termined. = 

It is becoming power common in the United States. 
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There have been twenty-five contributions to this sub- 

-It is characterized by hemoptysis. 

Cysticercosts is caused by the presence of entozoons. 
It is the larve of various species of tenia (tapeworm). 
It is taken into the body with uncooked meat; sometimes 
by working or handling dirt, etc., in which feces of 
these animals or fowls may have been deposited. 
_ It is comparatively rare in the lung. 

Roelker,- 1863, was one of the first Americans to con- 
tribute to this subject. 


Trichina spirals is a nematode rarely found in the 


_ lung, and then only in the muscular tissue, by the micro- 


scope. 
The cyst is ovoid in shaxe, at first transparent; be- 
coming opaque, and ultimately calcifying. 


It is coiled, and the female is larger and more numer- 
ous mn the male. 


SURGERY OF THE LUNG. 


Bmergeney surgery precedes elective surgery, and 
surgery of the lung is not the exception to the rule. One 


can hardly imagine a pathologic condition in the lung 


that has not been dealt with ‘surgically, with more or 
less success, in emergency cases. This being true, the 
same methods may be applied ; in selected cases with even 
better results, if the more modern principles be em- 
ployed. 


1. Severing one or more of the larger pulmonary 


ip vessels results in instant death. 


. If death does not result within a few rainutes, 


| via will be slow and gradual. 


3. If bleeding be slow and gradual. it may seqiine 


hours or days to cause fatal exhaustion. 


4. If death does not occur until after the end of the 
second day following severe bleeding, infection is its 


cause. 


5. All ora a of the escaped bl blood may = through 
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the opening in _ chest into the bronchus or alimentary 
tract. 
6. The blood may escape into pleural cavity or cavities, 
pericardial or peritoneal cavity, or all, and thereby be- 
come concealed. 

‘EXPERIMENTAL SURGERY OF THE LUNG (PERSONAL 

CONCLUSIONS). 

Pneumonotomy.—%. More definite knowledge of con- 
ditions and symptomatology is necessary that surgery of 
the lung may be perfected and made more aggressive 
and general. 

8. Abnormalities, congenital or acquired, must al- 
ways be considered in dealing surgically with the lungs. 


9. Atelectasis and apneumatosis should be cared for _ 


by relieving the compression by removing the cause. 

10. The same surgical principles can be applied to the 
lung as other organs of the living body. | 

11. The bony chest may be opened for exploration of 
the lung with as little danger as opening the abdomen, 
cranium, articulating capsules, kidney, liver, pancreas, 
spleen, stomach, gut, or hepatic ducts. = 

12. Hermetically closing the chest is irrational, un- 
scientific and dangerous. 

13. Closing the chest wound by any ‘means does not 
prevent the escape of blood from inj jured pulmonary 

vessels into the pleural cavity. | 
All wounds of the chest wall, penetrat- 
ing or non-penetrating, should be treated aseptic ally : 
and with reference to drainage. 

15. No instrument or needle should be made to enter 
_ the lung tissue for exploration, or the removal of fluid, 
unless the bony chest has previously been opened. 

16. Foreign bodies in the bronchia or parenchyma of 
the lung may be detected with a fine exploratory needle 
through an open chest with the lung contracted. 

1%. Foreign bodies in the lung and bronchia, when 
causing serious symptoms, should be removed. 
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. 18. Some small foreign bodies become encysted and 
remain harmless. 

19. The position of a foreign body in the lung changes 
with expansion and contraction of the lung. 

_ 20. Hemorrhage, when due to pulmonary tuberculosis, 
should not be, allowed to become fatal without opening 

the bony chest, and the application of pressure by for- 
ceps, gauze or otherwise. | 

21. Bleeding of the lung from any cause vill in many 

cases cease when the lung is allowed to contract on itself 
with an open chest. 

22. Blood clots within the pleural sili should be 
removed at the time they are discovered, whether in- 
- fected or not infected. 

23. Blood clots in the pleural secthior may become or- 
ganized with or without adhesions of the parietal and 
visceral pleura, or they may become infected and cause 
most serious consequences, = = 

24. Hemoptysis may ne absent in the. most severe | 

lacerations of the lung... | 

25. If bleeding from larger pulmonary vessels = ny zg 
forceps should be applied; if not, gauze should be se-— 
curely packed in the cavity. _ 

26. Drainage of pulmonary cysts of any stiaiiea can 

_ be: done with the same success as in any other organ. _ 
3%. Ineision for drainage should be done with or with- 
out the presence of adhesions. If without adhesions, 

the opening in the chest should be at lowest point of 
pleural cavity for gravity drainage. 
28. Many incisions of the lung may and shonbd be 
made with or without even local anesthesia. 
29. It is probably but a few that will necessitate the 
use of general anesthesia. 
80. Abscess of any character and of any location in 
the lung should be found and opened. 
- 31. Gangrene of the lung demands most radical surg- © 
ical measures, such as opening the chest, drainage, and 
the removal of all necrotic tissue. : 
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32. Polypi of bronchi seldom necessitate removal, but 
they may cause conditions which may require surgical 
intervention. 

Pneumonorrhaphy.—1. Silk, silkworm-gut ind ani- 
mal tendons are the most desirable materials for lung 
surgery. | 

2. Absorb able sutures and ligatures are, as a rule, 
not to be relied on as to strength and durability. 

3. Silk and silkworm gut may become ice in the 
lung and remain harmless. 

4. The tug, and a combination of the tug and tobacco- 
pouch sutures, constitute the most desirable ones to use 
in the lung. | 

5. Ligatures and sutures. may be dislodged by sud- 


den expansion of the lung due to sudden closing of the. 


opening in the chest wall. 


6. The blood vessels, bronchia and lung sii should 
be ligated separately, great. care being taken not to in- 


clude too much tissue of any kind in one ligature. __ 
7. Needles to be employed in lung tissue should be 


round, with a rounded point. They should never have 


a sharp point, or sharp edges. . 
_ 8. Not all ruptures, punctures or lacerations of the lung 
require sutures, nor any surgical intervention whatever. 


9. Many lacerations of the lung without fracture of 
the bony chest:can and should be treated bY suture, com- 


pression with gauze or forceps. 


10. Puncture of the lung from any cause (iis as 
stab and gunshot) , resulting in hemorrhage, should be 
treated by opening the chest and the appreen of liga- 


ture or compression. 


tion. 


—l. A of all of one lobe, or 
the entire right or left lung, may be removed without 
causing death. 

2. For complete or partial lacerated portions of the 


lung, when severe, pneumonectomy is necessary and 
should be done. 


+* 


11. Rupture of the lung should be tenia’: as lacera- | 
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3. Gangrene of the lung requires in many cases re- 
moval of all necrotic tissue. 

4. Hernia of the lung, when sudden and of but few 
hours’ duration, should, as a rule, be amputated, and the 
stump fixed in the chest wall, as there is no sac. 

5. Hernia of the lung coming on gradually has a sac, 
and should be returned to the pleural cavity, if possible, 
without amputation. 

Pneumonopery.—This is the safest and most rapid 
way of dealing with the stump of lung tissue in the ma- 
jority of cases necessitating excision for any cause. __ 

2. Adhesions of the parietal and visceral pleura have 
without exception taken place, whether there have been 
-Jacerated or incised wounds, with or without suture. 

3. The degree of adhesion —— with the degree 
of injury. 

4. Cysts of the ii of any character can best be 
drained through viscera-parietal adhesions. In the ab- 
sence of adhesions the wall of the cyst may be sutured 
to the edges of the opening in the chest wall, drainage 
to be at once accomplished or at some subsequent time. 


DISCUSSION. 


Dp. ALEXANDER HuGH Frerauson—It is our duty, I think, 
to commend as well as to condemn. I do not suppose there is 
anyone who is not susceptible of praise, and he should get 

it when it is due him. But there is a great difference between 
_ praise and over-praise. I would like to praise the work that 
has been done by Dr. Ricketts. Anyone who has paid much 
attention to this work could not do any other than thank him 
for his very complete and exhaustive paper. It is an exceed- 


__ ingly interesting and valuable contribution. It is too late to 


discuss the applications of it to human beings. I am sure every 
_ surgeon present will bear in mind what Dr. Ricketts has said 
this evening, when he meets with a case that demands opening 


the chest wall and dealing with the lungs and heart. 


- Dr. J. W. ANDBEWs, Mankato, Minn.—Do I understand Dr. 
Ricketts to recommend opening the chest wall for hemorrhage 
or hemoptysis, and getting at the eng points before a 
fatal issue ensues? 

Dr. RICKETTS (closing the discussion )—With reference to 
the question asked by Dr. Andrews, I will say that all cases of 
pulmonary tuberculosis do not have adhesions, and if a patient 
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is having hemorrhage from tuberculosis or from any other 
cause, the surgeon should endeavor to arrest it. If we have 
hemorrhage in a tubercular subject, opening of the chest can be 
done in a few seconds, with one sweep of the knife. If there 
are no adhesions, the lung will retract on itself and stop the 
hemorrhage. If there are adhesions, one can press the lung 
on the posterior wall of the thorax with gauze and stop the 


hemorrhage. If we have a cavity and it is a large vessel at — 


the base of the lung which is bleeding, if necessary we can 
ligate one of the bronchial vessels. One should do this on 
animals before resorting to it on human beings. A skilled 
surgeon would have very little difficulty in doing this. I do 
not think it will be necessary to do it in all cases.. You can 
make use of compression, and you can separate the lung from 
the parietal pleura, when there are adhesions, with but hemor- 
rhage. I have seen two men die with pulmonary hemorrhage, 
_ but I will never let another patient die from pulmonary hem- 
orrhage without making a vigorous effort to stop it. 


With reference to the needle, it should be sharp to use it in 


the heart. It is necessary to have it curved and rather long. 
In dealing with these cases we have veins and arteries to con- 
tend with, and puncture of either one of these = cause 
serious trouble. 
A MEMBER—How much traction do you use on the lung? 
_ Dr. Rickerts—In older persons the lung tissue is tougher; 


in young animals it is more fragile. It depends on the amount 
_ of bite you have. It is best to keep away some distance from _ 
the incision in the lung. you keep to it, the 


will tear out. 


THE PATHOLOGY THAT REMAINS AFTER 


N ON -SURGICAL TREATMENT OF 
PERITONITIS. 


| D. NILES, M.D. | 
SURGEON TO THE HOLY CROSS HOSPITAL. 
_ SALT LAKE CITY, UTAH. 


‘Faithful followers of the teachings of rational medi- 


cine believe that actual disease within the abdomen, as 


in other parts of the body, always means a pathology, 


the removal or correction of which is essential to the 
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restoration of normal health; and that the efficiency 


of any treatment for disease in this region, as elsewhere, 
should be estimated chiefly by the effect it has in re- 
moving or modifying the pathology which produces the 
symptoms. In the management of peritonitis, where 
the morbid processes are concealed beneath a rigid or 
distended abdomen, there are many temptations to lure 
us from these teachings; and doubtless at times we all 
find ourselves reading, discussing, or perhaps practicing 
treatments which, in the light of the revelations of the 
modern operating-room, we must know are contrary to 
‘sound surgical principles and common sense. 
_ I believe that we are especially prone to fall into these 
errors in our consideration of the remote dangers and 
distresses of peritonitis. Absorbed in our efforts to avert 
the immediate danger from sepsis, we are inclined to — 
forget that the sufferings and deaths from recurrent 
attacks and adhesions are, in the aggregate, vastly 
greater than those occurring in primary attacks of acute — 
peritonitis; and that the pathology remaining after the — 
‘non-surgical treatment of peritonitis is not a myth, but 
a distinct, definite reality, which is directly tape 
for this mortality and misery. 


Bedside, laboratory and dead-house of this 
pathology and its causative relation to abdominal symp- 
toms are instructive and interesting ; ; but I believe that 

our most impressive and convincing lessons are to be 
learned in the operating-room, and that our perfected 
treatment of the future will be evolved from the gradu- 
ally accumulated findings and conclusions of those who 


have frequent opportunities for thee morbid 
processes in life. — 


The conclusions, briefly stated below and offered for 
your consideration, have been suggested or confirmed — 
by my own operating-room observations. For the sake 
of brevity and clearness, these conclusions are com- 
pressed into the fewest possible words, free from statis- 
tics, case-notes, or quotations from authorities. 
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Ninety-five per eent. of all the survivors of the non- 


surgical treatment of peritonitis are left with infection 
without the peritoneal cavity and adhesions within the 
peritoneal cavity. Well-known anatomic peculiarities 
of the gall bladder, appendix, and fallopian tubes favor 
the reception and imprisonment of infection from the 
alimentary canal and endometrium and its extension to 


the peritoneum. Consequently, it is about one of these 


organs that we usually find the pathology, unless it has 


been mechanically removed. The greatest amount of 


infection comes from a sudden rupture of an appendiceal 
or tubal abscess, or a perforation of the stomach, an in- 


testine, or the gall bladder. The most virulent infec-_ 


tion is either appendiceal or from a pyosalpinx, follow- 


Ing a puerperal endometritis; the mildest i is from a cho-— 


langitis, or a gonorrheal salpingitis. — 
Since the infection of an appendicitis or a pyosalpinx 


has no outlet through natural channels, and in inflam- 


mation of the bile ducts and gall bladder there is usually 


some drainage through the common duct, we usually 


find in the first mentioned diseases the local and general 
_ symptoms are pronounced and unmistakable, while in 
the latter (in the absence of gallstone seizures) the 


symptoms may be very obscure and misleading. When — 


the infection reaches the outer coat of one of these or- 


gans, peritoneal adhesions are formed as a part of Na- 


ture’s defense against the invasion of a microbic foe. 


My own experience would lead me to believe that about 


40 per cent. of the possessors of this pathology (infec- 
tion and adhesions) suffer from recurrent attacks of 
acute and subacute peritonitis, and less than 1 per cent. 
from mechanical obstruction of the bowels. 


It is to the remaining 59 per cent. that I invite your 


particular attention at this time; for, while it has been 
customary to point to these cases as sufficient proof of 


the efficiency of the drug treatment of peritonitis, I be- 


lieve that all fair-minded, thoughtful observers are learn- | 


ing to regard the pathology these patients carry within 
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their abdomens as responsible for much Seen and 
many deaths that we all formerly attributed to other 
causes, or were unable to trace to any well-defined cause. 


Tt is difficult to conceive how this or any other path- 
ology within the abdomen and outside of the alimentary 
canal can be removed or permanently modified by the 


_ application of drugs to the inner coat of the stomach or 


intestines or to the skin covering the abdomen; and, to 
my mind, it seems unreasonable to assume that the gall 
bladder, appendix, or the fallopian tube can continue to 
harbor infection and the patient be exempt from those 
general and local symptoms that accompany imprisoned 
infection in other parts of the body. Among the results 


that are commonly overlooked or misinterpreted are 


subacute local inflammations, mild systemic infection, 
chronic rheumatism affecting the joints, tendon sheaths, 
and, occasionally, the pleura, endocardium, and esta 
cardium, and metastatic abscesses. 


_ If we should make it a rule in examining every patient 


; who has had peritonitis and apparently recovered with- 


out the mechanical removal of the primary cause, to 
draw a line from the end of the tenth rib on the right 
side to the umbilicus, and another line from the anterior 
superior spine of the ilium to the umbilicus, and a third 
‘(if the patient is a female) from the middle of the sec- 


ond line to the spine of the pubes (each side), and then i 


apply deep and direct pressure over the center of each 
of these lines, the existence and situation of a pathology 
would be, in nearly every instance, demonstrated. Such — 
information would furnish us with an explanation of the 


symptoms of mild systemic infection, from which stch | 


patients often suffer.’ 


Just how much and how little general absorption 
may take place from a low-grade infection of the ap- 
pendix, gall bladder or fallopian tube is impossible to 


1. I oaiiiean one such case in the March siinians of Surgery, 
where the infection came from a gall bladder filled with gallstones 
so situated as not ‘to produce any characteristic paroxysms of pain. 
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determine, but that some lives are shortened in this way 
and many made miserable, is undoubtedly true. When 
we meet with patients suffering from symptoms that 
may be due to a mild toxemia of obscure origin, such 
as febrile and circulatory disturbances, gastro-intestinal — 
disorders, headaches, fugitive pains, malaise, and others 
equally significant, we should always include in our ex- 
amination those organs which are most likely to harbor 
_ the source of such a systemic infection. 

For example, we know that rheumatism is often as- 
sociated with appendicitis and peritonitis as well as with 
posterior urethritis; and, of late, we frequently hear of 
a rheumatic peritonitis or a rheumatic appendicitis, but 
never of a rheumatic gonorrhea. The fact is that rheu- 


peritonitis. 


_ of rheumatism, and that in another or even in the gall 
bladder or appendix, it is the result of uricacidemia. 
To perform their physiologic functions perfectly, the 


their anatomic attachments permit, and any band of 
adhesion that fixes, binds, or drags on them or that im- 
pedes or prevents their free movements always means 
a departure from health, and is usually attended by | 
more or less distress and danger. 

' Post-operative adhesions, however firm and strong, 
are usually absorbed if the primary infection is com- 
pletely removed; ,but no dietetic measures, drug treat- 
ment or rest cure will prevent the formation of adhesions 
or materially influence the absorption of those already 
formed, so long as the original infection is retained. In 
other words, the presence or absence of infection deter- 
mines whether existing adhesions shall be. absorbed or 
strengthened and multiplied. In operative work, the 
presence of adhesions about the gall bladder, appendix 


matism is not an uncommon consequence of septic ab- 
sorption, and must be counted as one of the not infre- 
quent remote results of the non-surgical treatment of 
It is surely inconsistent to conclude that in- — 
- fection in one part of the genito-urinary tract is a cause 


stomach and intestines require the greatest mobility 
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or fallopian tube: is more reliable and tangible evidence 
of existing infection than any available microscopic or 
bacteriologic proof. 

Guided alone by our observations during operations, 
I think that we may assume that either in the right 
upper quadrant or in one of the two lower quadrants of 
the abdomen, adhesions remain and produce symptoms 
more or less grave, in nine-tenths of all the cases after 
the non-surgical treatment of peritonitis. This path- 
ology produces symptoms so variable in intensity and 
so misleading in character that unless one is impressed 
with its frequent occurrence and bears well in mind the 
anatomic relations and physiologic functions of the 
near-by organs, he is almost certain to attribute the 
symprome to other and wrong causes. 

Gastric symptoms are rarely absent, since the omen-: 
tum is almost invariably involved in a way to drag on 
the stomach. Constriction about the pylorus with di-— 
lation of the stomach ig not an infrequent result of gall- 


bladder adhesions with a long list of gastric and reflex 


symptoms. In the majority of these cases, the true con- 
dition is not suspected, or, at least, demonstrated, since, — 
unless life is in jeopardy, one does not often feel justified 
in opening the abdomen except the diagnosis be quite 

clear. Within the past few years, however, in a number — 
of cases where the symptoms have been especially strik- 
ing, the true diagnosis has been made, and the patient — 
relieved by surgical measures. I have recently oper- — 
ated four times with satisfactory results, where the 
symptoms, produced by adhesions, pointed strongly to 

cancer or ulcer of the stomach. 

Partial occlusion of the colon with or on 
necting sinus may occur when the gall bladder becomes 
attached to the hepatic curvature of the colon.? Bands 
from diseased uterine appendages may encircle or angu- 
late the ileum, when perhaps no history of recent pelvic 


2. One case of my own of this kind was reported in the March 
Annals of Surgery. 
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disease exists to guide one. Involvement of the cecum 
and ileum are common after appendicitis and right 
pyosalpinx ; while the sigmoid is nearly always impli- 
cated when the primary — has arisen from a 
left pyosalpinx. — 

It can not have escaped the clesetvetiien of operators 
that ulcers of the stomach and intestines occur almost 
invariably in those parts that are most dependent or in 
those that are dragged on by adhesions. Doubtless long- 
continued functional inactivity detracts from the vitality 


of the part and favors degenerative changes. It is 
equally true that the preferred site of malignant disease 


is about the former situation of an inflammatory process. 


_ Just as the cracked lip, the fissured nipple and the lacer- 


ated cervix seem essential to the development of can- 
cer in those parts, so the selected regions for inflamma- 
tion in the abdominal cavity seem to mark the favored 
sites of malignant disease, as the pylorus, duodenum, 


rectum, sigmoid, cecum, hepatic curvature, etc. If 


these facts be as true as operative experience would seem 
to indicate, we must count the pathology that remains — 


after the non-surgical treatment of peritonitis as a 


strong predisposing cause of ulcer and cancer, and in 


estimating the advantages and disadvantages of either 
_ method of treatment, due weight should be given — 
facts. 


As in my recent work, I the « opinions 


formed at the bedside with the actual conditions dis-— 


closed on the operating table. It has seemed to me that 
we are only just beginning to comprehend the remote 


results that may follow the non-surgical treatment of 


peritonitis and that no itemized list of symptoms pro- 


duced by this infection and these adhesions will serve 


to give us an adequate idea of this pathology and its ill 
consequences; but that our clearest conception must 
come from a realizing sense of its relative frequency, 
as’ compared with other morbid conditions within the 
_ abdomen, the history of one or more attacks of periton- 
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DISCUSSION. 


itis, the results of palpation, and the 7 of other 
causative factors, combined with our familiarity with 
the anatomy and physiology of the parts involved. 

_ Beyond the reach of drugs, electricity, massage, or 


dietetic measures, more common than cancer and ulcer 
,combined, often mistaken for either, a predisposing 
cause of both, capable of producing any abdominal 


symptom or set of symptoms in the category from those 
of the mildest functional disturbance to those of well- 
advanced malignant disease, surely we have here a path- 
ology that needs to be taken into the strictest account 
‘not only by surgeons who undertake the rational treat- 
ment of acute peritonitis, and are often called on to de- 
cide for or against operative interference, but by all 
of us when we are striving to search out the primary 
causative factors and associated symptoms of any ob- 


scure chronic disease or distress within thé abdomen. 


DISCUSSION. 
‘Dr. 0. H. Mayo, Rochester, Minn.—I think it would be almost 


impossible to dispute any of the statements made by the 


essayist. .All of us have experienced nearly the same results 


that he has had, and have arrived at practically the same con- 
_ clusions. There are only two points I would like to speak of, 
and one is with reference to adhesions which have come under 


my observation. The essayist mentioned lesions in the lower 


part of the abdomen. If you get rid of the cause, they are 
_ not reformed to any great extent. I do not believe that holds 


good in the upper half of the abdomen. The adhesions that 
form about the gall bladder and stomach, no matter how much 


_ is done toward removing the original cause, are nearly always 


permanent, while the adhesions that occur in the lower half of 
the abdomen become absorbed after getting rid of the original 
cause. 

The next point:4 is with reference to adhesions being found in . 
the neighborhood of ulceration and caused by the ulcer. I 
believe that is true to a greater extent, possibly, than that the 
_adhesions cause the ulcer. The ulcer causes the adhesions from 
a peritonitis, and those are statements which it would be im- 
possible to prove or disprove, but are merely made from 
observations. 

Dr. A. C. BeRNAys, St. Louis, Mo —I think this paper ought 
to elicit a free discussion. Dr. Mayo thinks we all know about | 
these — but I do not = so. It is only in the last few 
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that I do not know very much now. The author of the paper 


has directed our attention to a set of more or less marked 


troubles that are usually not treated surgically, and I think 
he is in line with the progress of medical art in calling our 
attention to these things, and in urging us to relieve suffering 
by surgical intervention. I very well remember the time when 
a few adhesions around the gall bladder made no impression 
on me, and I would usually let them alone. I used to entertain 


the idea, expressed by Dr. Mayo, that if the primary cause _ 
were only removed, the adhesions would be attended to by 


the natural processes of resorption and absorption, but the 


longer I live the more I believe Dr. Niles is correct in saying 
that they are not always completely removed by removing the 


primary cause, and that there are some very serious cases of 


illness which result from post-operative conditions, but which | 


are just as often the result of pathologic changes that have 
run their course and have left behind them, anatomically 
speaking, trifling, but functionally very serious changes. 

Dr. NILEs (closing the discussion)—-With reference to ad- 
_ hesions, I would like to say that I expressed the view in my 


_ paper which accorded with the results of my own observations 


and experience, although I am ready to admit that my experi- 
ence has not been extensive enough to speak as positively as 
I trust we will be able to do probably in time to come. I was 
glad to hear the conclusions of Dr. Mayo, although they are not 
quite in accord with my own. The particular points that I 


desired to emphasize in my paper were these: In the first 


place, when we are deciding for or against an operation, we 
should weigh as carefully as possible not only the immediate 
danger, for that is what patients take into account, but it is 
our duty to consider the remote as well as the immediate 
results of either line of treatment. We should weigh the 
dangers as carefully as we can and decide as conscientiously as 


- we are able what to do. The surgeon should have in mind some 


of the results I have mentioned, for they are coming before 
us each year more forcibly than they have in the past. 


In the second place, when we are confronted in our offices, or 


at the bedside, with a patient who is suffering from some 
abdominal disease, instead of assuming that we have a dilata- 
tion of the stomach per se to treat, or that we have some 
gastric or intestinal trouble, we should inquire if there is a 


history of previous peritonitis, and if there is such a history, — 


we should search for the cause there first. We should always 
bear that in mind in examining a patient who has any obscure 
trouble of the abdomen. 


A third point I tried to emphasize was this, that when the 
‘symptoms are more severe than those from milder ailments or 
distresses, they point either to cancer or ulcer of the stomach, or 


years I have known anything about them, and I must confess 
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to gall-bladder with My experience 
may have been exceptional, but these things have attracted 
the attention of myself and that of my colleagues to such an 
extent that we almost feel inclined in every case, where the 
symptoms are — to make | an exploratory incision. 


SURGICAL TREATMENT TUBERCULAR 
PERITONITIS. | 


D. S. FAIRCHILD, M.D. 


| Professor of Surgery, Medical Department Drake University ; Sur- 
| geon St. Joseph’s Hospital, Clinton. | 


‘CLINTON, IOWA. 


presents many points of 
interest, both from a medical and surgical standpoint. 
Without stopping to consider the various avenues of | 
entrance of the infection, the results of treatment will 
depend, to some degree, on the elements involved in the 
individual case. The fact that the disease may involve 
primarily the pelvic organs, the appendix, the intestines 
_or some of the mesenteric glands, and extend secondarily 
to the peritoneum or commence primarily in the peri- 
toneum, is not without its influence in determining the 
course of procedure and the results to be obtained. 
There are without doubt certain intra-abdominal affec- 
tions of a tuberculous nature that can not be definitely 
diagnosed until the abdomen is opened, and which, if 
allowed to go untreated by surgical means, infect the 
‘peritoneum, giving rise to a more or less extensive in- 
volvement of that membrane. In view of the fact that 
it occasionally happens that pelvic and intra-abdominal 
diseases appear, the nature of which can not be abso- 
lutely determined, and if it be a tuberculous affection, 
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it is not without reason that the disease may extend to 
the peritoneum and be later recognized as a tubercular 
peritonitis, the tuberculosis of the peritoneum standing 
in a secondary relation to a primary focus in some organ 
or tissue more or less closely related to the peritoneum 
and which constantly furnishes a dosage of infection. 

It is an interesting fact, in connection with a pure 
tubercular infection, that the bacillus has but a small 
resistance to the reaction processes of the tissues, and 
until a mixed infection occurs or a degenerative process 
develops, the tendency to destructive changes is not great. 


When the focus of tubercular infection of the peritoneum ~ 
is in the tubes, the appendix or the intestines, the tuber-. 


cle bacillus is often associated with germs of other kinds, 


and we have to deal with other than pure tuberculosis 


of the peritoneum, and the problem involved in the treat- 
ment becomes more complex, difficult and uncertain. 

_ A primary unmixed tubercular infection of the peri- 
-toneum with choked lymphatic spaces and ascites with- 
out much elevation of the temperature has so often been 
cured by accident when the abdomen has been opened for 
some other purpose, or by intention when a complete 


diagnosis had been reached, that some misconception 


has arisen as to the curative value of abdominal section 
in tubercular peritonitis as the cases are usually met 
with. I shall make no attempt to present a scientific 
classification of the different forms of tuberculosis of 
the peritoneum which may determine the question of 
operative or medical treatment, but content myself with 
observations on conditions, which, in my judgment, may 
properly influence the conduct of the qurgeon in the man- 
agement of cases of this disease. 


The views presented by the late Dr. Fenger in the gen- 


eral condemnation of the operative treatment of tuber- 
cular peritoneum were no doubt extreme, but were prob- 
~ ably useful in influencing surgeons to take a more con- 


servative view of the treatment of the disease. It seems 


difficult or impossible to employ statistics in any useful 
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‘Way in determining the relative value of surgical and 


medical treatment of tubercular affections of the peri- 
toneum on account of the many possible sources of error 
in determining the exact similarity of cases, the ability 
of the forces of the individual to resist the disease, and 
the activity of the infecting germs. There can be no 
certain guide, nothing better than the intuition of the 
surgeon founded on the logic of experience. It is, how- 


_ ever, a recognized fact that any localized tubercular proc- 


ess is an element of danger to be met by carefully con- 
sidered surgical procedures to relieve distressing symp- 
toms and to prevent a more general infection. On these 


- grounds an obscure intra-abdominal affection which pre- 
vents the least suspicion of a tubercular nature should 


at once be considered from the standpoint of a possible 


local process which may furnish the elements of a more 
- general disease. In the absence of positive diagnostic 


evidence an exploratory operation should be made to 
clear up the doubt, and it may be the means of prevent- 


Ing a widespread infection of the peritoneum by a judi- 


ciously selected procedure. There is much recorded evi- 


- dence to establish the wisdom and advantages of this 
course of action. 


In a widespread tuberculosis of the peritoneum, sithoes 


: determined before or after the abdomen is opened, the 
- eondition found will influence largely the result, in- 


dependent of the fact of the operation. If there is ascites 


and an absence of extensive adhesions, even if the peri- 
toneum is well studded with tubercular granulations, a 


marked improvement or perhaps a cure may be expected - 
in quite a percentage of cases, in how large a percentage — 
there are no safe statistics to show. It is quite prob- — 


able, however, that in these most favorable cases addi- 


tional operation will be necessary before the patient may 
be said to be cured. 

If it is found that extensive adhesions have been 
formed by which the abdomen is divided into recesses 


containing fluid, the probabilities of a cure would appear 
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to be less, for the reason that more or less extensive 


areas of diseased peritoneum could not be exposed to 
the influences which effect the beneficial result. It is 
true that temporary improvement may be obtained, but 
it may be expected that the reaction influence exercised 
on the exposed areas would not permanently protect the 
membrane from the extension of infection from undie- 
turbed areas of disease. 


If the intestines are matted together by extensive ad-— 


hesions, with or without pure tubercular pus or mixed 
infection, and the process is extensive and requires the 
breaking up of the adhesions to expose the diseased tis- 
sues, immediate unfortunate results may be expected, 


with the least possible prospect of accomplishing good. 


If, however, the process is limited and tubercular pus 


of a pure culture or a focus of the mixed infection is 


found, an operation and proper drainage may accomplish 
excellent results. 


The fibrinoplastic form of tubercular peritonitis of 


extensive involvement would seem to be but little af- 


fected by operation, although Dr. John J. Bottomley of 
the Boston City Hospital reports seven cases with three 
recoveries, a percentage about equal to that obtained in 
the ascitic form. This is better than could be expected, 


but it may be assumed that the disease was not ex- 


tensive. 


Scattered Sibi ‘medical literature is to be found 


isolated cases of remarkable recoveries from operative 


procedures; for instance, Dr. Robert G. LeConte of 
Philadelphia relates a case of operation in tubercular 


peritonitis where a piece of gauze five feet long and a 
yard wide was extracted through a sinus. The entire in- 
testinal contents were now discharged through the open- 
ing. The fistula was closed by a resection of the bowel. 
Both tubes and ovaries were removed. When the fistula 
was closed, fifteen months after the operation was per- 
formed, it was found that the peritoneum was practically 
free from tuberculosis. Dr. Le Conte was of the opinion 
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that this was a potent factor in the cure of the case. 


This case may be taken as one of the curiosities in sur- 
gery rather than establishing a lesson in the treatment 
of tubercular peritonitis. 


We are not of the opinion that the trod tinient of tuber- 
cular peritonitis should be wholly handed back. to in- 


_ ternal medicine, but we are of the opinion that the cases 
for surgical treatment should be carefully selected. Our 
own opinion, based on personal experience and on the 


experience of friends, is that tuberculosis of the peri- 
toneum attended with ascites which has resisted medi- 


the abdomen. This should not be done too early or too 


late. If early, the possibilities of cure by less radical 


means will be lost, and it is found that if the operation 
is employed early recurrences are much more frequent 


on account of the probability of the antitoxin—which | 


has experimentally been proved to have something to 


do with the cure—not being formed until the tubercles 


are mature. If the operation is too late the patient will 
have become exhausted. In the fibrous form the same 
attention to early medical treatment should be consid- 


ered. If, however, surgical treatment is deferred too 


long and degenerative changes have occurred, but little 
may be expected from opening the abdomen. Accofd- 
ing to Gattis, “The operation of laparotomy has a heal- 


ing influence only in cases of fibrous tuberculosis, while 
in cheesy degeneration good effects are rarely noticed.” 


“The cure of fibrous tuberculosis by laparotomy is 
not due to an inflammatory reaction and active pro- 
liferation of the connective tissue stroma, as is commonly ~ 
believed, but is caused by a slow degeneration and sub- 
sequent absorption of the epithelioid cells (hydropic de- 
generation). The round cells and bacilli disappear sim- 
ultaneously, leaving only the pre-existing connective tis- 
sue stroma with its blood vessels. This process is also 
observed in cheesy degeneration, but only in those cells 
situated in the connective tissue zone.” 
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The conclusions we have reached are: __ Bs 
1. If an intra-abdominal focus of tuberculosis is di- 


agnosed or is suspected, an abdominal section should be 


made with the view of efficient treatment. 
2. If a chronic tuberculosis of the peritoneum with 


ascites is diagnosed or believed to exist, laparotomy is 
indicated as soon as it is found that medical a hy- 


gienic treatment has failed. _ | 
3. In fibrous tuberculosis of the peritoneum the same 
course should be pursued, and if cheesy degeneration 
has not commenced or progressed too far, a certain per- 
centage of recoveries will follow. In acute tubercular 


peritonitis with ascites and high temperature, lapar-— 


-otomy is useless. In extensive adhesion tuberculosis 


with matting of the intestines laparotomy is useless, and 
the attempt to separate the adhesions is in 


the immediate results. 


-DISCU SSION. 


Dr. w. W. GRANT, Denver, Colo.—I wish to say a few words 


in reference to this excellent paper;and on this most interesting 
subject. Naturally, from the number of cases of tuberculosis 
seen in Colorado, medical and surgical, one would think that 


_ we might have considerable experience in observing and treat- 


ing this form of disease. But I am frank to say that tuber- 


cular peritonitis is very infrequently seen in Colorado. There 
is not as much joint tuberculosis as might be imagined. It is | 


by inference assumed that this disease usually follows some 


manifestation of the disease in the lung; in other words, that 


it is not a primary disease, but rather secondary. 
As to the treatment, I believe now the tendency to teant 


these cases almost wholly medically is erroneous. What little | 


_experience I have had in its treatment justifies the conclusion 
of Dr. Fairchild, that those cases attended with ascitic fluid 
are especially amenable to surgical treatment. I remember 
assisting the late Dr. Truesdale of Rock Island, fifteen years 
ago, do an operation for this condition. 

It was supposed to be a cyst before the abdomen was opened. 
After the abdomen was opened, it was found to be a case of 
miliary tuberculosis of the peritoneum, both the intestinal and 
abdominal walls being thickly studded with miliary tubercles. 
This case was treated by drainage, and recovered, and I am told 
by a gentleman present, from Rock Island, that the patient is 

living to-day. I have had two cases of this kind treated by 
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drainage alone, with favorable results. I would, therefore, 
commend a wise discrimination in the treatment of this dis- 


ease. Some are unquestionably benefited and cured by simple 


drainage, whether with or without irrigation. At any rate, 
they are manifestly improved and benefited, and their lives 
prolonged by drainage. These cases do not occur very fre- 


quently in Colorado, and I suppose the general climatic in- 
- fluences which tend to arrest the disease and to promote cure 


and prevent its. development also tend to prevent the peri- 
toneal form. 

Dr. HENRY T. Byrorp, Chicago—I do not think tubercular 
peritonitis amounts to so much, and we are having a great 
deal of talk about very little. I remember very well operat- 
ing on these cases at first. I would open the abdomen and 
remove everything that I thought belonged to the tubercular 


. peritonitis, close up, and drain for quite a while. Afterward, I 


did not do all that, because I reasoned that I could not get out 
all of the tubercles that were spread around the peritoneum, 
and I thought I would simply establish free drainage for two > 
or three days. Pretty soon I drained them, without doing 


very much other than putting in a glass drainage tube, and 


taking it out at the end of thirty-six or forty-eight hours, 


taking out the tube just as soon as the fluid stopped flowing, 
and putting in gauze, removing that in a few — and getting 


union by first intention. The patients got well. 
I remember one case in which I operated by the vagina; 


_ there was a great deal of induration of the appendages; I re- 


moved them, and there was so much induration about the 
pelvic peritoneum that it seemed as if the pelvis was filled up 


| with an exudate. In this case I removed the appendages, in- 


serted gauze in the cul-de-sac, and removed it inside of thirty- 
six hours. When I saw her a few weeks afterward there was a — 
great deal of exudate, and I thought that she was going to 
die. But when she came back at the end of a year her pelvis 


was free from this exudate. After this I treated a case by 
salines, laxatives, rest in bed, and concentrated, easily-digested 
food. The patient recovered. I commenced to think there was | 
not so much in all that has been talked and written about the | 
‘surgical treatment of tubercular peritonitis. I think the peri- 


toneum can take care of tuberculosis if it has a chance, and if 
it is diagnosed early, and the patient given proper medical 
treatment and dieted. The other organs of the body can not 


take care of themselves as well as the peritoneum. If there 


is a great deal of exudate about the ovaries and tubes the 
menstrual congestion every month increases the susceptibility 
of the parts to disease, and I take them out. I would not 
hesitate to remove the uterus also if it were infected, atthougn 
usually I merely remove the tubes and ovaries. 

Dr. B. B. mayie, Omaha, Neb —I have been much interested 
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in this paper, and I feel as if the attitude taken by one or two 
of the speakers has not been in accord with the usual practice 


at the present time in these cases. Indeed, in a case of tuber- — 


cular peritonitis I should not think of using drainage at the 
present time. My idea is that drainage should not be re- 
_ gorted to unless there be some special occasion for it, because 

of some lesion about the tubes, or in some other place where 


it would be needed, but for simple tubercular peritonitis I 


close the abdomen without drainage. 


Dr. Fairchild mentioned in his paper the theory of Gatti, 


an Italian, that the curative effect of a laparotomy is due to 


an antitoxin in the serum of the blood, which floods the ab- 


domen immediately after the operation, and in that way acts 
in a curative manner by its effect on the tubercle bacilli. If 
that is true, immediate closure of the abdomen would natur- 


ally appeal to us as being the more rational treatment. I | 


have had quite a number of cases of tubercular peritonitis, 
and I: must say, when we have the ascitic form and simply 
‘open the abdomen, clean it out, then close it up and let it heal 
by primary intention, the results have been remarkably good. 
In some cases I have simply wiped it out as clean as I could, 


then closed the abdominal wound, and recovery has followed 
immediately. I have had one or two instances in which I felt _ 
that the lives of the patients were in immediate jeopardy meee 


unless something was done. 


There is one other point I wish to mention in connection 
with the remarks made by Dr. Byford, and it is this: If we 
have a primary focus somewhere in the abdomen at the time 


‘we operate for tubercular peritonitis, a focus from which an- — 


other infection is likely to occur and reproduce the tubercular 


peritonitis, that focus should be removed, no matter if it be 


the tube or appendix which contains the primary focus. If we 


suspect anything of that kind, we should search for it care- 
fully, and if it is found, remove it. 


Dr. C. W. Oviatt, Oshkosh, Wis.—I am very glad Dr. Fair- 
child has referred to the teaching of the late lamented Dr. 


Fenger,. because I feel sure that he went to an extreme in his 
last. utterances on this subject. There are certain cases of 
tubercular peritonitis that are cured by letting them alone; 


there are certain other cases on which we operate that would 
have gotten well if we had not operated on them. It is taxing 
our credulity to say that by simply opening the peritoneal 


cavity for tubercular peritonitis and letting air in these 


patients will get well. Perhaps there may be something in 
the theory of the Italian, but I do not know. 


About eight years ago Dr. Senn proposed tapping and the 


injection of iodoform emulsion in these cases. I practiced this 
method in three instances, with complete cures. All of them 
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are perfectly well. One of them I tapped twice. I have oper- 
ated on a number of cases by abdominal section. Two have 
gone on, in spite of repeated openings, and in one I drained 
for a few days, which subsequently died with diffuse peritonitis. 
I believe that Dr. Senn’s treatment of tapping and the injec- 
tion of 10 per cent. emulsion of iodoform in glycerin will do as 
much for many of these cases, particularly —_ of the simple 
variety, as opening the abdomen. 

Dr. C. H. Mayo, Rochester, Minn.—I have bade much inter- 
ested in the paper of Dr. Fairchild, because it corroborates our 


own experience. We have operated on something like forty 


cases of tubercular peritonitis, and we have made practically : 


the same classification as the essayist. These are cases that 


we, as surgeons, must to a certain extent divide with the 
internist. There is not. much to be accomplished in cases of 
the fibro-plastic type of peritonitis, and, as the essayist has 
stated, the separation of adhesions is of no particular ad- 
vantage to the patient, because they reform, and the dangers . 
are great in any of these tubercular cases if the intestine should — 


be opened. It is almost impossible to reunite a tubercular 
intestine. Permanent fistula, gradual wasting, and asthenia 
develop, and these patients go on to a fatal termination. 


The next is the fluid type of tubercular peritonitis. In some 
of them, by changing the ascitic'type of tubercular peritonitis 


into the fibro-plastic type, recovery follows. It may be done 


by opening the abdomen in some cases; it may be done by 
tapping and the injection of iodoform emulsion. | We make a 
large opening and allow the fluid to flow out, then take a five- 
yard gauze bandage, full width, and pack it into the abdomen. 


The small intestine should be let alone in other operations, 


but in tubercular peritonitis they are accustomed to a certain 


amount of chronic irritation and will) stand handling, and the — 


packing in of this gauze, which is drawn out, squeezed out, and 
repacked until the abdomen is dry, in my mind develops the > 
plastic type. In other words, it converts the irritative type 
into a palliative process, and the repair means development 
of the leucocytes and plastic lymph in these cases. 

With reference to the other type mentioned, many cases 
come to us with merely the signs of pelvic exudate, as the | 
essayist so beautifully described. If you get these cases early 
you find you have a large tubal mass, and the question arises, 


what is it? You may not have at the time any miliary 


tubercles; it may be such an early stage that you have very 
little irritative peritonitic fluid, and there may not be any 
tubercle. As a diagnostic point, if you take the tube, with 
its open fimbriated extremity, you will find it is a tubercular 
case; while if the fimbriated extremity is closed, you have 
got either a mixed infection with tuberculosis or a pus case. 
But the open, rose-like fimbriated extremity of the tube means 
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tubercular inf sotlien and such cases can be closed without 
drainage. 


With reference to the next type, namely, the hypertrophic 
tuberculosis of the intestines, we have operated on four of 


them. In these cases we have signs of obstruction; knotting 
of the bowel; periodic cramps and pain. They are operated 


on for these symptoms, and if you find only two or three of 
these areas, you can use some method of intestinal anasto- 
mosis, and after lifting out a coil of intestine which is bunched 


together, you may excise it. Of these cases we were able to 
cut out one, and in two of them we made a short circuit of the 
loop of bowel, which had the tubercular process in it. The 
last case must have'had at least twenty or thirty of these — 
hypertrophic masses in the small intestine. They extended — 
the entire length of the ileum and jejunum. There was noth- 


ing to gain by short circuiting the loop of the bowel, because 


the whole of the small intestine was involved, and in that _ 
patient the abdomen was closed because none of these opera- 


tions previously described will affect the sill a type. 
These are rare cases. 


Dr. M. L. Harris, Chieago—I wish to say a few words re- 
_ garding the diagnosis of tuberculosis of the peritoneum, and 


particularly with reference to the variety known as the ascitic. 


It is well known that in the early history of these cases 
surgeons operated under mistaken diagnoses, and it is owing to 


that fact that our knowledge of tuberculosis of the peritoneum _ 
_was first gained. Of late considerable study has been made of © 
‘fluids in the different cavities regarding the relative proportion | 


of leucocytes present in these fluids. As you all know, there 
are varieties of leucocytes, and they exist in the blood nor- 


mally in proportions which are fairly constant within certain 


limits. It has been found that different varieties of infections 


produce different relative proportions of these leucocytes in 


the transudates and exudates which occur. In tubercular 


effusions in the peritoneum, the pleural cavity, the tunica 
vaginalis, or any serous cavity, it has been found that in the 


fiuid there is a relatively high percentage of lymphocytes, and 
this is so constant and characteristic as to be very important 


in the diagnosis of these cases. Every conscientious surgeon | 


attempts to make as accurate a diagnosis as possible before 

opening the abdomen, and in so doing he should not forget to 

employ this simple measure, namely, withdraw a small amount 

of fluid, centrifuge it, take the precipitate and make differen- 
tial stain, then note the relative proportion of the cells. It is 
a very important point in the differential diagnosis in all dis- 

eases of serous cavities attended by effusions. 

Dr. Lewis ScHOoLER, Des Moines, Iowa—Whether the mere 


opening of the abdominal cavity in cases of pene tuber- 
13 | 
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culosis has a curative effect or not, I do not know. But I do 
know that some cases recover after procedures of that kind. 
With reference to what has been said concerning infection, 
anyone would hesitate to operate on infected ovaries and tubes, 
knowing they were tubercular, when the diagnosis was made 
previous to the time of operation. No one, of course, would 
object to the removal of the uterus if the primary focus of 
_ infection was in that organ; but when the peritoneum becomes 
generally infected, so far as can be observed by ocular inspec- 
tion, after the abdomen is opened, I think the tendency of 
operators is to do rather too much than too little. I have 
known operators endeavor to tear apart the tubes and in- 
testines that were matted together, and I have seen harm done 
from an operation of that kind. 

There is one point that was not touched on in the paper, one 
that has occasioned me considerable anxiety, and that is deal- 
ing with the omentum. I have been in the habit, where there 
was a large infected omentum which was practically becoming 
a foreign body, of ligating and removing it, if not removing 

= all of it, as much of it as possible. This you can feel through 
a thin abdomen as a hard, board-like structure. In my esti- 
mation, portions of the omentum in these cases should be re- 
moved, because they are seldom adherent either to the parietal 
peritoneum or to the covering of the bowel. I think any loose 
structure, like the ovary, tubes, or omentum, should be re- 
moved. It is true that we sometimes find this condition pres- 
ent as a complication, and we do not enter on the operation _ 
with the idea of doing it for primary infection. 

About a month ago I operated for a cyst as large as one’s 
head, with some free fluid in the abdominal cavity. It was 
- difficult to determine the cause. After the abdomen was 

opened, fluid escaped; the omentum was an inch and a half in 

thickness, and it was determined by a competent pathologist 

_to be tubercular. But there were no adhesions of the intes- 
tines. The patient apparently recovered from the immediate 
effects of the operation, but it is too early to say what the 
ultimate results will be. 

- With reference to drainage, if we resort to it for any con- 

siderable length of time, say exceeding thirty-four or thirty- 

six hours, for carrying off the peritoneal fluid that is secreted 

in cases of tubercular peritonitis, we have accomplished about 
all we can by this method, because the fibrinous exudate, in 
-my experience, closes up your glass tube or cigarette drain, or 
i : any other form of drain, unless it is frequently removed. It 
is very much like some fellow who taps the abdomen for the 
purpose of letting out fluid and is unable to obtain anything. 

It is a dry drain. 

Dr. JAMES E. Moore, Minneapolis, Minn —I have convictions 

on this subject of tubercular peritonitis; I have experienced 
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several changes of heart, and I feel that I owe to you a recital 
of my experience in the matter. My experience is very like 
that of my friend, Dr. Byford, and I had arrived at the point 
where I ‘was pessimistic and had about concluded that opera- 
tive intervention in these cases was unjustifiable. But a year 
ago last April I had a patient referred to me from the north 
end of our state (Minnesota), to be operated on for ovarian 


-eyst. She was bedridden practically; could barely walk across 


the floor, and her relatives and friends thought that she was 
so far gone that it was hardly worth while to take her to the 
hospital. After examination, I had no difficulty in making a 


diagnosis of tubercular peritonitis of that variety where every- | 


thing is a solid mass. I told the patient and her friends the 
condition. I told them that these cases were operated on, 
but that really I did not have much faith in the outcome cf 
these operations. They asked me if there was danger con- 
nected with the operation, and I said absolutely none. How- 
ever, I promised nothing. They concluded to have the patient 
operated on. She was sent to the hospital, and I rather 
violated my surgical conscience by making a short opening in 
the abdomen. I had a good deal of difficulty in finding the ab- 
dominal cavity; it was a difficult matter to find where the 


a peritoneum ended and the intestines began. But I succeeded 


in introducing my fingers inside a short distance, and separated 


the intestines from the anterior abdominal wall. I- closed the 


incision at once without drainage. I got the patient into a 


chair at the end of about five days. I removed the stitches, 
sent her out of the hospital, but in the meantime she had im- 


proved in appetite, had quit sweating, began to look better and 
feel better. I sent her home to die, and I believe I told the 


friends she would die in a short time. Remember, this was in 
April. The following autumn I received a letter from this 
patient, in which she says, “Doctor, I shall have to tell you 


in detail who I am, because I know you feel sure I am in 
Heaven or in some other climate. But I assure you that I am 


in perfect health, and have never been better. Yesterday I 


walked to town, four miles, and back to my home in the coun- 
try. Now, Doctor, I have a serious question to ask you: Do | 


you. think it would be proper for me to marry ?” 
I have experienced a change of heart, and: since then I have 


operated on some more cases that.have recovered. Cases of re- 
covery from tubercular peritonitis have occurred too frequently — 
in the experience of every man here to put them down ‘as mere 


coincidences. I do not know how that change was brought 


about, but it came about immediately after that interference. — 


I am just as confident that that woman would be in Heaven 
to-day as I am that I am alive had I not done just what I did. 


We should induce our medical friends to refer these cases to 
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, because they can not promise them much by medicinal 


Dr. H. D. Nizss, Salt Lake City, Utah—My experience has 
not been different from the majority of those who have oper- 
ated on these cases of tubercular peritonitis. Some of the 
most marvelous results I have ever seen in surgery, and some 
of the greatest and pleasantest surprises that have awaited 
me, have been in those cases that have undergone operation for 
tubercular peritonitis. When I had apparently the least reason 


to expect much I realized the most. I do not understand the 


modus operandi of Nature in effecting a cure in these cases, 
but I do know that Nature, with her reparative powers, is 


abundantly able to take care of tuberculosis of the peritoneum, 


if she has an opportunity, and if we stimulate her efforts. It 
does not make any difference whether this be done by friction 
with a sponge, water, or any other means; if we change the 


_ existing morbid process and stimulate the reparative powers of ~ 
Nature, a good result will be obtained. I believe that is the 


idea that should govern us when we open the abdomen in a 
case of tubercular — In no case have I ever seen any 


Dr. Watter B. DorsetT, St. Louis, Mo.—I was in that 


‘someone had arrived at the conclusion as to how these cases 
of tubercular peritonitis get well. The case reported by the 
president (Dr. Moore) was interesting, inasmuch as I had one 
very. much like it some time ago. A married woman, 37 years 


of age, came to me with obstruction of the bowel, with no 
diagnosis having been made by myself or the attending physi- 


cian. I opened the abdomen and found everything in such a 


condition that it was a matter of impossibility to separate the 


adhesions; only a few of them were separated, the abdomen 


closed, and the woman went home well. Within two years she 
gave birth to a child. That is interesting, because it has been 
contended by some that women who have universal tubercular 
peritonitis do not conceive afterward, and particularly is 
this true in those cases in which the tubes are involved. I 
believe Dr. Murphy of Chicago is now making investigations 
along that line in monkeys, infecting them with tuberculosis, 
particularly the tubes, and then seeing if they bear young ones. 


Dr. FAIRCHILD (closing the discussion)—I have but a few 
words to say. In cases of pure tuberculosis of the peritoneum 
I think the resistance of the germ is not very great, and that 
a certain percentage of cases recover under medical and sani- 
tary treatment. On the other hand, a certain percentage of 


the cases that are not cured in this way will recover when an 


operation is done, and an operation should be done after it has 
been proven that medical and hygienic treatment can accomp- 
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One of the points that I desired to make was in relation to 
the existence of a tubercular focus in the abdomen that might 
secondarily infect the peritoneum, and if the diagnosis could | 


not be made, and there was suspicion of there being a ae 
cular focus, it should be removed, if possible. 


_ In regard to the class of cases mentioned by Dr. Moore, rT 
can see no objection to opening the abdomen and getting the 


results which may come from this method. The objection lies 
in the attempt on the part of the surgeon to loosen up ad- 
hesions among the intestines. One is almost sure to get fecal 
fistula in some cases, . perhaps with disastrous results. The 
“mere opening of the abdomen can not jeopardize the case very 
much, and if good results can be obtained in a few cases, or 
even in one case in a man’s experience, there is something 
gained by it, although he may be in doubt as to whether the 
surgical treatment did it or not. We know that apparently 


incurable cases of the most unpromising character get well, to 
our great surprise. I do not think we will ever dispense with 


the surgical treatment of tuberculosis of the peritoneum. I 
think it is a method of treatment which has its place in surgical 


procedures , but I do not believe it is wise to open the abdomen 
early in a case of tubercular peritonitis of the.ascitic form; 


that after a time the results will be better, provided we do not 


wait until the patient has gone too far. In the fibrous form, i 


where degeneration has taken place, the chances of recovery 


are not so favorable, hence it is not wise to wait 
ws long, nor is it wise to operate too early in_ these 
eases. We shall find in the pelvis and abdomen sometimes 
tubercular changes that have become mixed with other forms 
of infection. ‘This makes the case of a different character. We 


may be able to accomplish something by removing the foci of 
infection and in establishing drainage where we have mixed 


-infection. There are many things we may do, but it is largely 


a question of individual judgment, not based on any rule, 
but on a man’s surgical sense, and if he lacks good 
surgical sense he will do operations he ought not to do. There 
is no rule which one can adopt in regard to this matter except 
that the surgeon noun be eieteoaas by the best surgical sense 
that he has. 
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INJURY TO NERVES RINT FRACTURES. 


A. L. WRIGHT. 
_ CARROLL, IOWA. 


John K., a bartender by occupation, 37 years of age, mar- 
ried, of good habits, while engaged in the act of throwing 
@ ball felt something give way in his arm midway between 
the elbow and shoulder. An investigation convinced him that 
the humerus had sustained a fracture through the middle third. 
The attending physician did not notice at the time anything 
out of the usual order in fractures of the arm, although he 
jid not look for disturbance of sensation or impairment of 
motion in the forearm. The possibility of such alteration in 
function did not occur to him, though the fracture was through 
that portion of the bone traversed by the musculo-spiral nerve. 
At the expiration of six weeks the splints were removed. The 
bone was found to be firmly united, but an inability to extend 
the wrist or supinate the forearm was discovered. Its true 
cause was not recognized. The impairment of function was 
thought to be due to the long confinement of the arm, and that 
with time and massage the lost function would be restored. 
At the end of three months, the arm having made no improve- | 
‘ment, the man was sent to the hospital at Carroll. 


On examination I found that sensation was little or not at all 
impaired,.that he could extend the forearm on the arm with | 


little or no difficulty, and that the function of the triceps was 
not interfered with. The power to supinate the forearm was 
entirely gone; he could not change the position of the forearm 
the slightest. The same applies with equal force to the wrist. | 
The hand could not be extended and. remained in the character- 
istic position of wrist drop the same as in lead saturation. 
There was quite an abundant callus at the seat of the 
former fracture, especially on the posterior aspect of the 
humerus directly in the line of the musculo-spiral groove. This 
plainly indicated that the primary cause of the loss of func- 
tion to the hand and forearm was due to the incorporation of 
the musculo-spiral nerve between the ends of the bone or to 
_its being caught and pressed on by the callus thrown out during 
the reparative process. On exposing the nerve it was easily 
dissected from the callus and lifted out of the musculo-spiral 
groove, where it was firmly held for at least three inches of its 
length. The groove in the bone was obliterated with the 
chisel, and as much of the callus removed as was thought 
necessary. That part of the nerve that had been tied down 
by the callus or that was liable to come in contact with the 
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denuded bone, was carefully enveloped i in silver foil and dropped 
to place. The wound closed and primary union secured. 


As there was no loss or impairment of sensation before the 
operation, we can not notice any change in the same since. 
The ability to move the hand has improved to quite a degree; 
he can extend the hand partially, but not to its full extent. I 
am unable to note any marked improvement in his ability to 
supinate the forearm up to the present time. As it is now 


but one month since the operation, he has not had time to 


improve to any great extent. I expect improvement to con- 
tinue in this case for a long time, in fact until the lost func- 
tion is fully restored. As is a well-known fact, where the 


integrity of a nerve has been seriously compromised by a 


trauma, improvement continues for a long time after operative 
interference. This improvement may be nm, but progresslyMy 
favorable for at reast two 


The above case is reported not because it presents any 
unusual features in its symptoms from any ordinary 
case of injury to the musculo-spiral due to a stab wound, 


but to form the basis for a discussion on nerve injuries 
direct result of a fracture. The literature is replete 
with cases reported where various nerves—especially the 
ulnar and median—have been severed by a stab or the 
falling of glass.. Furthermore, this case presents the - 


typical clinical picture of injury to a nerve found at the 


end of a siege with a fractured bone, and teaches a very _ 


valuable lesson regarding the prognosis and treatment. 

In fractures, especially of the long bones, the incor- 
_ poration of the close-lying nerves between the ends of the 
_ bone or the tying up of the same in the resulting inflam- 


matory exudate or callus, occurs with sufficient frequency 


to deserve more attention at the hands of the profession 


- than it has received, judging from the number of cases — 
I find reported in the literature at my command. That 


complications implicating important nerve trunks do oc- 
cur sufficiently often to merit consideration there can be 
no doubt. When the final dressings are removed from 
a fractured bone and the discovery made that a nerve 
trunk has been seriously involved the embarrassment is 
very great. With a little care this annoyance can be 
greatly obviated and possibly guarded against; also the 
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liability of being defendant in a law- suit for malprac- 
ei, tice reduced to the minimum. All of the text-books on 
fractures refer to this accident as one of the possibilities 
incident to the treatment of the same, but do not go 
into detail. Nor do they shed light on any satisfactory 
way to detect and correct the same before serious dam- 
age has been done to the important nerve trunk. This 
is owing to the fact that the fractured bone is immobil- 
ized at once and very often insufficient attention is paid — 
to the parts beyond the seat of fracture. The nerve is 
not always injured at the time of fracture, but may be 
damaged afterward, or during the subsequent treatment. 
The integrity of the nerve may be compromised in many 
ways. It may become stretched or compressed after the 
fracture has been adjusted by a slipping or a displace- 
ment of the fragments. The near superficial nerves may > 
be caught between the splints that are inaccurately or too — 
tightly applied, compressing them against the bone or 
callus. Care must be exercised that complaints of the 
patient are heeded when the splints are too tight at 
As is well known, severe and crushing injuries to the _ 
osseous structures resulting in fracture have been 
-peatedly accompanied or followed by damage to the soft 
structures in close proximity, giving rise to gangrene 
or paralysis, partial or complete, below the trauma. The 
paralysis may be due to direct violence or from the nerve 
being caught between the ends of the bone. There is | 
great danger that the injury to-the nerve trunk will be 
overlooked while caring for the fracture unless the sur- 
geon is on his guard and looking for complications. 
This holds good until the dressings are removed and 
the injured member put in use again. Then the wrist 
drop, want of power to supinate the forearm and extend 
the hand, clearly indicates that the nerve supply to these 
muscles has been cut off, and in all probability the dam- 
age at the point of primary injury is sufficient to inter- 
fere with the flow of the nerve current, so that much 
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valuable time is required for it to regain its function 
if it is not forever lost. 


I know of no means whereby this serious complica- 
tion of fractures can be anticipated and prevented. The 


location of a fracture and the anatomical knowledge of — 


the position of a nerve will generally place us on our 


guard. Deanesly calls attention to two signs which 


should always make the surgeon suspect damage to a 
nerve trunk in cases of fracture of the upper extremity. 
One is that the patient makes more than usual complaint 
of a numbness in the fingers during the first two or three 
days. The other is that he has found an excessive 


amount of stiffness of the elbow, wrist and fingers when ; 
the splints are removed. When a nerve has been se- 


_ verely injured the patient complains that the distal parts 
are dead immediately following the accident. 


In case of fracture the limb is at once immobilized 


and put to rest, with one object in view, that. of re- 
_ storing to its normal integrity the fractured bone.. The ~ 
intensity of the pain at the seat of fracture so diverts 


the attention of all concerned that the loss. of sensation 
and motion or of hyperesthesia in the territory supplied 


_ by the injured nerve is overlooked. These early com- 


plaints on the part of the patient must not be ignored ; 
the cause should be looked for and corrected at once. 


Furthermore, disturbance of sensation is always tran- 


scient and usually passes away after a few days. If the 


nerve has been severed paralysis is complete in those 
muscles supplied by it, but if pressed on by the displaced — 


fragments or splints a numbness or hyperesthesia exists. 


The nerve complication frequently results in inflamma- 


tion of the same with its” accompanying clinical mani- 
festations. 


The clinical signs show whenever the nerve is caught — 
between the fragments or is pressed on either by the 


displaced bones or splints. When caught in the callus, 
unfortunately, the exact pathological condition exist- 
ing is very frequently overlooked and the symptoms 
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all attributed to the bone lesion. If a nerve becomes 
incorporated in the callus the paralysis comes on very 
slow; at the time of injury there will be no evidence 
of paralysis, but as the callus forms gradually, contracts 
and increases in firmness. As the compression on the 
nerve increases, the paralysis becomes more marked until 
it is complete. 

The existence of these clinical experiences is a strong 


argument in favor of the open treatment of all fractures. 
This, however, is debatable ground and subjects the pa- 
tient to the dangers that surround the conversion of a 
simple into a compound fracture followed by infection 
and a delayed union. Broca and Mouchet, however, ad- 


vise, where nerve injuries complicate a fracture of the 


lower end of the humerus, that if electric tests indicate 


a serious lesion of the nerve it is better to operate at once, 
but that if these tests are favorable, expectant treatment 
is preferable, as manipulation, massage and galvanism 
may remove the cause. If there is no improvement in 
four or five months the nerve trunk must be sought, lib- 


erated, mobilized, or possibly stretched. Sensibility re- 


turns at once after intervention, but motricity may not 


be re-established till after weeks of massage and elec- 


tricity. The nerve involvement could not at all times - 
be prevented, even where suspected as being in the way. 
This applies where al large callus is thrown out in par- 
ticular. 

Owing to their anatomical location some nerves are 
especially prone to be injured by the ends of a fractured — 


_ bone, and often give rise to the most extreme disability. 


It is a well-known fact that contraction of certain 
muscles follows injuries to some nerves. All are familiar 
with the appearance of the ape hand deformity which 
follows injury to the median nerve and the claw hand 
which follows wounds to the ulner nerve, also the wrist 
drop due to interference with the function of the mus- 
culo-spiral. Contraction of the unopposed muscles does 


not set in when this nerve is paralyzed, as in the case of 
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the median. The wrist drop is due simply to the par- 
alysis of the extensor muscles and not contraction of the 
flexors. | 

The rninbirhnicenital nerve is the more liable to injury 
in case of fracture than any other, owing to the very 
intimate anatomical relation existing between this nerve 
and the humerus. It hugs the bone for three or four 
inches as it winds around in the musculo-spiral groove in 
its effort to get to the outer and anterior aspect of the 
arm. It is the largest branch of the axillary plexus. 


It supplies the triceps and sends some branches to the ~ 


skin of the forearm in furnishing the nerve supply 
to the supinator muscles of the forearm and exten- 
sors of the hand and wrist. Any interference with its 


function is followed at once by want of power to supinate — 
the forearm and extend the hand. Those clinical char- . 
acteristics may not be noticeable on receipt of the frac- 
ture, but come on gradually, owing to the nerve escaping 


injury at the time of fracture, but later being pressed 
on by the callus as it forms. This same condition may 


be due to other causes and should not be overlooked when — 


considering the etiology, as the pressure of a crutch in 
the axilla, overstretching of the nerve as in lifting a 
child up by its arms and the familiar picture of wrist 
drop due to lead poisoning. 


Injury to the median and ulnar nerves occurs in . frac- 
ture of the lower end of the humerus. Bowlby reports 


one case of injury to the posterior interosseous follow- 
ing fracture of the SONA, the only case he ¢ can find 


recorded. | 
The prognosis is generally good following operative 
interference. The time at which the nerves are injured 


should be divided into two classes, those occurring slm-: 


ultaneously with the fracture and due to the severity 
of the trauma as direct violence, and those in which the 
‘nerve injury occurs later, as the stretching of the nerve 
or incorporating of it in the callus. G. G. Davis is of 
the opinion that interference from the latter cause is 
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exceedingly rare and that the cause of the impaired func- 
tion is very much more often due to direct injury or to 
pressure of the misplaced bones, and that the removal of 
the latter relieves the difficulty. 

It is much better to operate at once if the symptoms 
indicate serious involvement of a nerve, rather than wait 
until the condition becomes a chronic one; recovery then 

is very slow and tedious, often not as complete as we 

- might wish. If the paralysis of motion is complete in the - 
area supplied by the nerve in close proximity to the frac- 
ture it is better to operate at once and do what is re- 
quired, release an imprisoned nerve, suture a divided or 
_seriously mutilated one, making an effort to restore to 
its normal condition as soon as possible the in) jured 
nerve. 
In case of tardy intervention is at 
once, and the nerve must be so placed that it is lifted 
from its groove or relieved from pressure of the cica-* 
tricial tissues in the soft parts or of the callus formed at 
the seat of fracture. 


The proximal end of a divided nerve is is easily found. 
‘If divided for any time it is enlarged and bulbous, while 
the distal end is filamentous and found with difficulty. 
By exposing this enlarged proximal end of the nerve 
first we will be greatly facilitated in finding the trophic 
distal end by a fibrous band that connects the two; a 


pursuing this course the operation will be sim- 
plified. 


When there is loss of of nerve the chasm 
aeail be bridged over with a few strands of fine catgut ; 
quite an interval can be filled in by passing back and 
forth a number of strands of fine catgut, giving a frame- 
work for the nerve cells to build on. Ochsner reports 
suturing successfully an interval of three inches. The 
experiments of Assaky have shown that when the interval 
is bridged in this manner the resulting cicatrix that de- 
velops along the suture threads is richer in nerve fibers 
of new formation than when we abandon the cure solely 
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to nature. Quite an interval between the divided ends _ 


of a nerve can be overcome by flexing the limb and mak- 
ing some tension on the nerve. A damaged nerve should 
be protected in some manner after releasing it from its 
confines so that it will not form new attachments that 


will again compromise it. A nerve that has been su-— 


tured or lifted from its bed in the callus should have 


cellular tissue stitched around it so as to form a tube 


to protect it from adhesions that are bound to form if 


left alone, or interpose a few muscular fibers. I have - 


found that silver foil wrapped around a wounded nerve 
serves an a excellent purpose and prevents adhesions. — 
«DISCUSSION. 


De. B. Rickerrs, Cincinnati, Ohio—There is just’ 
one point I desire to refer to with reference to the use of 


silver foil or gold leaf in the tissues. It is all right to use 


these sheets or foil in the brain, where the tissues are largely 


at rest. If you wrap a nerve in the extremity, and keep the 


extremity quiet, with metal, silver or gold foil, it will remain 
intact, but the moment the limb becomes active, the foil will 


go to pieces, and you will have adhesions eventually. 


Dr. VAN Buren Kwnort, Sioux City, Iowa—There is. one 

point I desire to bring up in connection with this discussion, 
and that is.the use of the Cargile membrane to protect these 
nerves, and to prevent adhesions rather than the use of silver 


or gold foil. This membrane will protect a nerve, if necessary, 


and become absorbed, leaving no foreign body. In the cases in 
which I have used it in the abdomen and for the suture of 
. . Nerves and tendons, I have been very well satisfied with it. 
Dr. T. E. Porter, St. Joseph, Mo.—I believe in many cases 
that injury to nerves is the result of too great a pressure made ~ 
by the bandage on these structures, instead of the nerve or 


nerves being primarily injured. The parts are too firmly com- 


pressed constantly, owing to the anxiety of the operator to 


keep the fragments together, and in this he makes a mistake. 
Although the patient may not complain, at first, of the pres- 
sure of the bandage, or of a great amount of distress, it will 
interfere materially with the action of the nerves and nervous 


circulation, and from this I think more damage is done from 
a tight bandage than from any primary injury to the nerve 


in connection with these fractures. _ 

Take a Colles’ fracture. You may set it, and, of course, 
there being no great amount of adipose tissue around the wrist 
or in the neighborhood of the fracture, you put on a bandage 
that may be the least bit tight for the purpose of holding the 
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parts perfectly stiff, but you are very liable to put that 
bandage on tighter than is healthy for the nervous structure. 
While it may not interfere with the circulation of the blood, 
the tight bandage will interfere with the proper action of the 
nervous structure, and in setting a fracture, if we do not 
expect thecal inflammation and stiffening of the joints, we 
ought to be careful that these bandages are only put on 
sufficiently firm to hold the fragments together without pro- 
ducing any undue pressure. I believe tight bandaging does 
more toward stiffening joints, producing so-called paresis or 
disturbance of the eo than the primary injury to the 
nerve. 

Dr. D. S. Clinton, Iowa~-I think Dr. Wright has 
covered very thoroughly the subject of injuries of nerves which 
result in paralysis. In a large number of railroad accident 
cases that have come under my observation, I have found in 
those cases of injury of nerves resulting in paralysis that 
trophic changes have occurred as a secondary result from 
chronic neuritis. We have had quite a number of such cases 
where the joints became stiff, where the elbow joint has become 
stiff, or partially so, and the fingers have become stiff also 
from injuries of the nerves of the arm above the elbow where 


_ there was no fracture, and where no special retention apparatus 


was applied or any tight bandaging. As the result of chronic 
neuritis, the elbow and fingers are more or less rigid. 

Dr. Ricketts has mentioned the impossibility of using silver 
or gold plate, or foil, where the parts are in motion. I recall 


a case that has been operated on seven or eight times for the 
relief of pressure on the median nerve in the hand, and all of 
these operations were failures after two to six weeks’ time. 


Scar tissue developed in great quantity about the nerve, on 


account of certain nutritive changes there influenced by the 


nerve, and finally we used gold plate, 1/500 inch in thickness, 7 


_ prepared by a dentist, and the nerve surrounded by that ex- 
_ cept where the nerve rested on the tissues of the hand. That 
has been in the hand three years. The patient got permanent 


relief when we adopted this plan. I think plate of greater 
thickness than gold foil will offer more resistance to the move- 


ments of the muscles, and is indicated in these cases. 


Dr. H. P. Haminton, Omaha, Neb.—In regard to the use of 


_ gold plate or tinfoil to be applied to a nerve, it is only neces- 


sary where we dissect the nerve up, where there have been 


adhesions formed, and there has been a granulating surface 
on the nerve itself. In those cases it is necessary to apply 


some protective barrier. I see no reason for using foil if the 
part is completely immobilized, or if there are no movements in 
the part for the first few days. In those cases in which we 
have temporary paralysis following fracture, it may not be 
due to the inclusion of the nerve in the callus formed in the 
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union of the bone. I think it is frequently due to the fact 
that we have an injury of the nerve near the point of fracture 
in which we do not get a functional paralysis, or a loss of 
function of the nerve at the time, but there is sufficient injury 
to produce a reparative process in that particular part of the 
nerve that is injured, and later on we get a loss of function of 
the nerve. That has been brought out beautifully by the ex- 
periments made in the repair of nerve structure by Ballance 
and Stewart of London. They have shown experimentally 
that the repair of nerves taking place is not confined to the 
part that is injured, but that it extends clear to the nerve 


filaments, or to the distal end of the nerve, so that that por- 


tion of the function which has been lost takes in the entire 
part. There is a regenerative process that takes place in the 
entire distal extremity. Those are the cases in which we get 
later on a complete restoration of function. While that is the 
case, we have a certain proportion of cases in which we get 


complete embrasure of the nerve in the production of the 


callus that has been thrown out for the repair of the bone. 
Those are the cases that will go on indefinitely without restora- 
tion of function, because we do not get a cessation of the 
pressure on: the nerve, and consequently we can not get it, 


‘although we have extended the time for the restoration of the 
function of the nerve, without opening up the part and freeing © 


the nerve from the provisional callus that has been thrown 
around it, and which produces pressure on the nerve. In those 
‘cases we must operate if we wish to secure restoration of 
function. The other class of cases are those in which we will 
always get restoration without operation. Of course, it is im- 


possible to tell always whether we have a complete severing 


of the nerve, or whether we have a simple injury of the nerve, 
and sometimes it is only time which will enable us to make a 
diagnosis as to whether we have a complete severing of the 


nerve, an injury of the nerve, or whether we have pressure on 


the nerve where it is included in the provisional callus, and 
our treatment should be governed very largely by the condi- 
tions found. Where we have simply an injury of the nerve, 
there will be complete restoration of function; but where we 
have a complete severing of the nerve, there will not be restora- 


tion of function until we cut down and connect the parts. 
Where we have pressure on the nerve, or its inclusion in the 


provisional callus, the only way to restore function is to cut 
down on the part, liberate, if possible, the proximal and distal 


ends, bring them together, and wait for a year or two to get 


reproduction of nerve elements. 


Dr. Wricut (closing the discussion)—I think the objec- 
tions to the foil, as raised by Dr. Ricketts, are overestimated. 
The arm is kept at rest, as has been mentioned by one of the 
speakers in the discussion, and the foil does not roll out. 
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‘The point relative to pressure by too tight bandaging or 
dressing is well taken. Tight dressings give rise to a great 
deal of injury to nerves, especially those that are superficial. 

I did not attempt to discuss the remote trophic changes in 
nerves due to trauma, but only those due to — pure 
and simple. 


THE TREATMENT OF NEVI. 


JOHN PRENTISS LORD, M.D. | 
OMAHA, NEB. 


There seems to be some confusion of the terms nevus — 
and angioma; in fact, they are often used interchange- 


ably. Foster defines nevus, mother’s mark, birth mark, 


fancy mark as a congenital mark or growth in the skin 
due to a circumscribed excessive development either of 


pigment, hair or fibrous tissue (see mole) ,or of blood ves-— 
sels, the latter forming a vascular tumor composed of a 
collection of capillaries and of tubes intercommunicat-— 
See also angioma. 


“The varieties of nevus cover all forms of angioma of 


. congenital origin, but the fact remains that in present- 


day usage the term nevus conveys the meaning of a 


hairy, pigmented or blood discolored tumor, or of all 
_of these conditions combined. Vascular tumors without 


these characteristics are also of congenital origin, and 
may properly be termed nevi. The word nevi as used — 


in this paper, therefore, is intended to cover the angio- 


mata, inasmuch as the latter term would not answer the 


purpose as well. The varieties of these abnormalities are 


very variable, and their pathology is somewhat more 
definitely understood than their etiology, though both 
may be said to be unsettled. __ 

Prince A. Morrow discusses the voluminous nomen- 
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clature of nevi, and avers that this state of affairs is be- 
cause no two cases are precisely alike. Some pathol- 
ogists believe that the origin of these vascular changes 
is due to intrauterine infection, the effects of which 
persist after birth and during the whole period of de- 
velopment.? 

Etienne, as an explanation for many cases, favors the 
hypothesis of an intrauterine peripheral neuritis, de- 
pendent possibly on some slight infectious illness in the 
mother, or on some fetal toxemia. For other cases he ees dl 
suggests an intrauterine myelitis, slight and localized, or , | — 
transverse, and involving a cord or the metam- 
eric theory.? 

Thomas H. Kellock has written an elaborate urtiele on ae 
“Nevi and Their Treatment,” in which he gives the : — 
following views : 


‘PATHOLOGY. 

Structurally, they are composed of. an ‘agglomeration 

of slender blood vessels, with very little muscular tissue 
in their walls, lined with the usual endothelium, sep- 
arated from each other and at the same time bound to- 
gether by a small amount of fibrous tissue. | 

They are essentially an affection of the epiblastic layer 

of the embryo. They are found on almost every part of 
the skin, and on mucous membranes at the orifices, 
where the epiblast turns in to join the hypoblast, as at 
the mouth and anus. | : 

They are generally divided into three classes : The 
superficial cutaneous, or capillary; the deep, subcu- 
taneous, cavernous or venous, and the mixed, which are 
a combination of the other two varieties. 

_ The infinite variety of these conditions, as we meet 
them clinically, in our various subjects from all the 
‘classes and conditions of people, and usually of ages 
varying from hours, or days, to middle life, and some- 
times older, the size, location and manifestation: of these, 


— 


1. Klippel and Treuaunay. 
2. Nouvelle Teonographic de ta Salpetriere, 1897. 
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in their varying periods of rest or development, present — 
‘such an array of conditions that the treatment to be the 
best adapted to the individual case, must of necessity be 
selected from a great variety of procedures. The smaller 
and least extensive varieties, especially where incon- 
‘spicuously located, may be removed by a number of 
methods and. with little difficulty. But when they are 
large or conspicuously located the means for their re- 

moval becomes a most important matter. It may be said 
- that none of the methods hitherto employed have been so — 
successful or so free from special objections as to have 
a very secure place. At least, no one method is applicable 
to all cases. It may be said, however, that electrolysis 
can be applied more successfully in a greater number of 
cases and in a greater variety of conditions than any — 
other agent. But however useful this most valued 
method, yet this disease furnishes such varied conditions 
as to require supplementary or make-shift measures to 
meet all indications and assure success. 


Case 1 will illustrate the necessity of deities 
from the usual methods of procedure, so as to avoid ob- 
jectionable features. In other words, to accomplish with — 
ease the same purpose which was only. attained with dif- 
ficulty and discouragement. 


A young woman, aged 21, presented herself in J anuary last, 
seeking relief from a rapidly growing angioma of the left 
cheek. It involved the whole thickness, encroached on the 
angle of the mouth anteriorly, and extended posteriorly to 
the parotid gland, and projected between the teeth as filbert- 
sized blue tumors. The tumor was congenital in origin and 
had been operated on at seven months and at five years by 
ligature, and at fifteen years by electrolysis. Each and all 
of the operations were successful, but the result was not per- 
manent. 


The tumor was now assuming angry proportions. Excision 
was admittedly the most radical and effective method which 
could be used, but the resulting scar from such a procedure 
necessitating a removal of all the tissues except the muscles 
and the attenuated skin and mucous membrane, would leave 
a most unsightly scar, and this decided me against this opera- 
tion. Electrolysis was tried, several treatments, perhaps six, 
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given at intervals of a week, and this course repeated three — 


times during the summer. Chloroform was used each time, 
but, it being necessary to introduce the needles from within 
the mouth to avoid further scarring, this treatment became 


troublesome because of the bleeding which resulted from the — 
most careful punctures of the delicate mucous membrane. The 
stimulation of the salivary flow, also, was an objectionable 


feature. So, between blood and saliva in the mouth, of a 


patient a refractory subject for anesthesia, poor progress was — 
made. The effects of the electrolysis seemed to have but a 


temporary effect in the large blood cavities in the central part 
of the tumor. It was, therefore, decided to make use of the 


actual cautery to reduce the large projecting masses on the 


inside of the cheek. Under chloroform, the needle point of a 
Paquelin cautery was introduced at a dull red heat, compres- 
sion being used by everting the cheek to render the field more 
accessible and to control the hemorrhage. Only by slow 
cauterization could anything be accomplished, and this proved 


to be too destructive to the mucous membrane, and thrusting | 


a well-heated point deeply into the cheek produced violent 
hemorrhage, which could be controlled only with difficulty. 
- In short, these methods seemed inapplicable to the conditions, 


and it was decided that the injection of iodin or other material — 
would be less objectionable and would meet the = 


without material danger. 


The writer has looked on this method as eae others 
doubtless do at the present time, as an old-fashioned pro- 


cedure, unworthy of consideration by those essaying  . 
modern practice. We now, however, have to report that 


for simplicity of application and effectiveness in re- 


sults this means in this case far excelled the other | 


methods, and the writer has been so delighted with the 
results which have been so easily accomplished that he 
feels constrained to urge his fellows to its use in cases 


of a similar character, where the application of the more _ 
approved measures are attended with special difficulty 
and lack of adequate results. To guard against the al- 


leged danger from an embolus, compression was used to 
‘prevent any immediate escape of blood clot before suf- 


ficiently — organized to remain in situ. Pilcher has 
sought information concerning the accidents reported 


from injection, and he ascertained that in none of the 


cases had any precautions been taken against the im- 
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mediate escape of the blood clot. This may be accom- 
plished in most cases by compression until the clot has 
become thoroughly formed and anchored. Any desired 
reaction can be attained. The needle may be intro- 
duced in several directions through one puncture. Of 
course, there is no scarring whatever. ee 

The injection of hot water, as recently recommended 
by Wyeth, may be equally applicable, or even superior 
in such cases for ought we know, but it would seem to the 
_ writer that there might be more uncertainty in the use of 
an agent of so uncertain a quality as this is possible to. 
be. The writer's experience is that water so hot as to 
destroy the tissues, as has happened in three infusion 
cases, will inevitably cause suppuration. Though this 
may be more to where fatty. is in- 
volved. | 


J utassy reports the case of a “port wine stain,” cover- 
ing the whole of the right side of the face in a man, 
age 22, cured by the z-rays. A small part of the cheek 
was first exposed, the rest of the face and head being 
protected by a head mask. A month afterwards the 
- exposed part of the nevus was paler than the rest. A 


larger area was then treated, and on this occasion the 


epidermis was detached, exposing the corium. The sore 
took two months to heal, but then the nevus had entirely 
disappeared, leaving a smooth white scar. A year and a 
half later the skin was normal over the greater part.* | 

Freund makes a similar report. Following is a case of 
writer’s. 


_C. G., man, 38. Port wine mark on right side of face, involv- 
ing the whole of the cheek, lip, nose, eyelids, eyebrow and 
temporal region, extending an inch beyond the hair line of | 
the scalp. The eye of this side was sightless from cataract — 
since 15 years old, supposed to have resulted from the influence - 
of disease. For many years the mark had been stationary, but 
pred | the past two years the skin has become thick, assuming ~ 

3. Fortechritte auf Geblete der Rontgenstrabler, Bd. ii, 
Heft 6. 
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some becoming pedunculated fibrous masses. One on the side 
of the nose was as large as a filbert. Four of these were 
cocainized at their bases and ligatured and the tumors cut off. 
The pedicles having separated in a few days, w-ray exposures 
were begun, and three or four per week made for three weeks, 
when the treatments were interrupted, and the case was not 
seen until recently, when the skin was less thick, the blue 
cyanotic color had disappeared, and in its stead a light claret 
- in a thin skin was the improvement noted. Considering the 
short duration of treatment, the progress made was considered 


satisfactory, and the treatment has been resumed, with a 


determination to apply it with sufficient vigor to produce a 
reaction, which will cause an ‘obliterating: inflammation in the 


capillaries. 

Small port wine marks can be very socoseatully. treated 
by electrolysis, but large ones treated by this method are 
- an almost endless task. The treatment by excision and 

skin grafting, as recommended by Jonas, would be espe- 
cially applicable where the scar was not especially ob- 
jectionable. It could not be very successfully used 
where the brow or eyelid, or possibly the nose, was ex- 
tensively involved. Electrolysis is specially objection- 
able about the margin of the lids and eyebrows, as ex- 


perienced by the writer in a case where their loss was a — 


- decided disfigurement. It would therefore seem that if 
the z-ray would cure the port wine mark without 


permanently destroying the hair follicles that we would 


have in this agent the long-sought-for remedial measure. 
It is a common observation in the z-ray treatment of 
cancer that the epilation from exposure of the hairy sur- 


faces is but temporary, the hair returning in about three 


months in cases that appeared to be permanently dis- 
figured; though some authority claims that repeated 
exposures finally produce permanent loss of hair. At 
least this has been tried and reports are thus far favor- 
able. A larger experience is necessary to determine this 
point. A case reported by Leopold Freund is illustrative. 
He has been induced by the cases of dermatitis with loss 
of hair resulting from the use of Roentgen rays to at- 
tempt the treatment of nevus pilaris by means of the dis- 
charge through a vacuum tube. 
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The patient was a girl, aged 5, suffering from a hairy ond 
pigmented nevus, reaching from the nape of the neck down 
almost to the fold of the nates, and extending over the whole 
back, the sides of the thorax, the shoulders, and the upper 
half of the right arm. Treatment consisted in the use of the > 
rays from a vacuum tube, through which the current from a 
-Ruhmkorf’s coil with a ten-inch spark was passed. The child’s 
back was exposed to the rays for two hours every morning 
at a distance of four inches from the tube, the cathode rays 
being employed. For ten days no effect was produced, but 
on the eleventh a few hairs began to fall cut in bunches, and 
this continued to an increasing extent for eight days. By 
this time the neck and interscapular space had become quite 
bald. To find out whether the therapeutic action was due 
to the @-rays or simply to electrical waves, a part of the 


_ Mevus was exposed to the former alone, a thin screen of card- — 
board covered with aluminum foil and connected with the | 
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water tap being used to insulate it entirely from electrical | 
influence. In ten to fourteen days the part exposed had been 


rendered completely bald. No attempt at regeneration had 


taken place up to the time of the report of the ssc which 
was six weeks after operation.* | 


‘The case of extensive telangiectasis of the tissues: un- 
three-fifths of the scalp, in the young woman 
whose photographs are exhibited, was congenital, as are 


all kinds of nevi. ‘The weight of this mass had produced : | 


a péndulous tumor of the scalp. Its presence was dis- 
guised by wearing the hair distributed about it and the 
whole worn in a net, similar to the style of thirty or 
forty years ago in the days of the “waterfall.” Elec- 
trolysis reduced its bulk one-half, and so controlled all 
activity that she has had no trouble since treatment 
eight years ago. The hair was very much thinned by the 
process of the needling. The bulk of the tumor re- 
mained as a loose fibrous mass. This patient had re- 
fused to allow a ligation of the vessels. The tumor was 
so large that the injection treatment was never seriously 
considered. The ordinary manner of using the negative 
needle was of no particular value except in the super- 
ficial capillary enlargement. Both needles were intro- 
duced into the tumor and the strongest galvanic current 


4, Wien. Med. Wochen., March 6, 1897. 


‘ot 
i 
‘ 
a 
, 
4 
= 
4 
3 
4 
| 
| 4 
q 
4 
iq 
3 
4 
q 
4 
* 
‘ 
a 
4 
4 


LORD. R07 
used and a reversal of the poles to get the full influence 
and to lessen the liability of hemorrhage, which was very 


troublesome, many times the patient having been sent 
_ away with a compress and a tight head bandage. | 


EK. Hollander warmly advocates the method of hot- 


air cauterization in the treatment of nevus and associa- 
ted congenital vascular formations. Instead of the fre- 
quent and painful cautery punctures, the operation can 


be done at one sitting. There is no hemorrhage, so that 


the blood in the diseased area is not abstracted from 
the body. The cicatrix is a good one, and from its 
slight extent is hardly perceptible. Finally, the method 


is applicable to all surfaces, even those in cavities. It 


is contraindicated, especially at subcutaneous sites in 
which a total capillary substitution has occurred, and the 
extirpation offers a more speedy result.5 


Dawborn reports the plugging of the terminals of 


large vessels with paraffin to prevent a collateral circu-— 


lation forming in cases where an excision has been done 
for very large angiomata. The mixture he employs con- 
‘sists of one part of white paraffin and nine parts of white 


_vaselin, which is liquid above 108 F. It is injected at. 


> 


eo temperature of 120 F. His cases number six. Those . 


. of Dr. Bristowe a few. 


The hot-water treatment of cavernous angiomas, as 


suggested by Wyeth, is under trial. It will doubtless 
_ have a place in the treatment of selected cases. 


The treatment of port wine marks by electrolysis i is too 


_ tedious and painful for large areas. The results are not 


perfect, in that they are seldom complete and leave 


some scarring. The z-ray. promises better, and hot alr 
would seem to have possibilities. 


Electrolysis occupies first place i in hairy nevi, and will 


probably continue to do so unless the z-ray will nonin 
permanent atrophy of the hair follicles. | 


~The operation of excision. of sey large tumors will 


Berl. klin. Wochen., 23, 1900. 
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probably never be supplanted by anything less radical, 
and hitherto inoperable tumors are rapidly yielding to 
the control of the operators of the new cautery. 


REPORT OF TWO CASES OF ACUTE INTES- 
 INAL OBSTRUCTION FOLLOWING 
CONTUSION OF THE ABDOM- 
INAL WALLS. 


J. E. SUMMERS, JR., M.D. 
OMAHA, NEB, 


of the abdominal in 
of the intestine is almost invariably fatal except when 
abdominal section is done and the injured bowel is re- 
paired before septic peritonitis supervenes. Too much 
clinical evidence has accumulated to admit of this po- 
sition being controverted. In trying to determine 
whether or no the intestine has been injured following 
such an accident, clinicians have sacrificed many lives 

because they have waited for classical symptoms; none 

such are reliable, all are suspicious. Circumstantial evi- 

dence plus two or three objective and subjective signs — 
pointing toward intestinal injury demand abdominal 
- section in order that we may be enabled to determine 
an injury and, if present, repair it. 

The foregoing remarks seem somewhat foreign to the 
subject title of my paper, but in one of my cases they 
are quite pertinent. 


Case 1.—Traumatic paresis of the lower wins of the poe 
intestine following kicks on the abdomen: A young man, 26 
years of age, of good physical development, was brought to 
the Clarkson Hospital at 3 p. m., April 20, 1902. He gave 
this history: In a fight about 1 o’clock that morning he had 
been kicked several times in the abdomen; soon after this he 
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vomited and felt very.sick. Towards daylight, experiencing 
much distress in the bowels, he had taken and retained a large 


dose of salts. The pain in the bowels increasing, and receiving 
no relief from the salts, he sent for a physician, who ordered 
him conveyed to the hospital. At the hour of admission his 
pulse was 78; temperature 99.4 F. (rectal) ; facial expression 
fair; great abdominal pain was complained of. The abdomen 
was slightly distended and the abdominal walls everywhere 
rigid. Pain on pressure was exquisite, especially over the 
upper half of the abdomen and in the right iliac region. Ordi- 
narily, with such abdominal symptoms, I would proceed to 


an immediate laparotomy, expecting to find a rupture of 
the bowel and very serious peritonitis present. In this case, 


however, the slowness of the pulse (78), its fair character, and 
the temperature (99.4 F., rectal), made me hesitate. The 
symptoms seemed too acute and severe, considering the man’s 
good general condition, to meet my idea of sepsis from intes- 
_ tinal extravasation. Morphin, one-fourth grain, was given 
hypodermatically to ease the pain, and the bladder was catheter- 
ized and six ounces of healthy urine removed—no sign of 
rupture of the bladder. At 4 p. m, a glycerin, turpentine, suds 
enema was given; no result. Ice was applied to the abdomen 
and morphin repeated. 

At 6 p. m. the pulse was 64, temperature (rectal) 100.4. F. 
At 8 p. m, the results from a high enema were negative. At 
9 p. m. the temperature (rectal) was 100.6 F., the pulse was 
96. The rectal tube was passed without effect. At 9:30 the 
abdominal distension having increased with no subsidence of 
the other symptoms, the pulse and temperature both rising, I 


determined to operate. The patient was anesthetized and, after — 


the usual antiseptic preparations, the abdomen was opened by 


a liberal median incision. So soon as the peritoneum was 


incised bloody serum began to pour out, a large quantity being 
evacuated. The fluid had the physical characteristics not in- 


_ frequently met with in the sac of a strangulated hernia. The 


peritoneal cavity was sponged dry and then an examination 
of its contents made; no rupture of the intestine was present. 


On the transverse colon and anterior wall of the stomach, 


running at right angles to their long axes, several fissures or 
cracks in the peritoneal investment were observed; these, how- 
ever, were superficial and limited to the peritoneal covering. _ 

Beginning at about one foot from the lower end of the ileum 
and extending upwards for three or four feet, the walls of the 
bowel were very thick, edematous and dark colored, and in 
the mesentery, corresponding to this portion of the intestine, 
were many thrombosed veins. Along the intestinal border of 
the mesenterium, shot-like bodies were to be felt—these indi- 
cated thromboses in the return circulation. This condition of 
the mesenteric veins extended throughout the limita of the 
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edematous bowel involved, and portrayed possible gangrene. 
The intestine above the proximal end of the thickened bowel 
was distended, but not to an exaggerated degree. Whether 
to resect the involved gut or not was the question; however, I 
decided to act on the same principle I always do when in doubt 
in a case of strargulated hernia. 


The peritoneal cavity was flushed and re-flushed and then 
again re-flushed with large quantities of hot normal salt solu- 
tion, inspection indicating after each prolonged flushing a better 
appearance of the dark colored bowel. The incision of the 
abdomen and evacuation of the large amount of contained 

bloody serum, released the tension and admitted of a better 
 cireulation of the mesenterium, just as the same relative pro- 
cedure acts in cases of strangulated hernia. After convincing 
myself that a resection was probably not demanded, the abdo- 
men was closed without drainage. The post-operative treat- 
ment consisted in lavage of the stomach, because of frequent 
vomiting, and I: knew that by this method I could develop 
a reverse peristalsis and relieve the tension of the bowel above © 
- the proximal end of its involved portion. High enemas were | 
employed, Strychnia was given in large doses hypodermically, 
gas passed and slight bowel movements began after 48 hours. 
Convaiescence was fairly squally, the pulse ranging from 110 
to 130, the température (rectal) from 100.5 F. to 102 F. plus, 
but in the end the patient made a perfect recovery. 


| “This case interested me particularly, as I had not seen 
_asimilar one, and, I believe, had not relief been afforded, 
the patient would have suffered death from a moist gan- 
grene of the bowel. I have had one case of a very similar 
clinical history without the trauma, in which gangrene 
of the bowel followed a thrombosis of the superior mes- 
enteric artery; in this case I was sent for to operate for 
obstruction of the bowels. 
The finding of the bloody s serum within the sbdomivin! 
cavity, the red colored serum not being due to hemor- 
_ rhage per se, is a rare occurrence in acute disease. — 
Gangolphe and Carl Bayer have demonstrated that 
- limited ascites indicates intestinal obstruction rather 
than acute peritonitis. The former surgeon as early as 
1893 (Senn) “directed attention to what he considered 
as a new sign by means of which he thought internal 
strangulation might be distinguished from other forms 
of intestinal obstruction.” Bayer has called special at- 


{ 
|. 
| 
= 
= 
> 
we 
ia 
+ | 
4 
4 
me 
| 
| 
a 
a 
| 


ay 
< 
‘ 
* 
§ 
i 
| 
| 
‘ 
> 


SUMMERS. 211 
tention to limited ascites as an important sign in dis- 
tinguishing between strangulation of the intestine and 
peritonitis. 

Gangolphe encountered a case of obstruction of uncer- 


tain diagnosis ; laparotomy gave escape to a considerable 


amount of serosanguinolent fluid, similar to that found 
in the sac of an ordinary strangulated hernia. On ex- 
ploration of the abdominal cavity the cause of obstruc- 


tion was discovered in an internal strangulation of the 


small intestine in the foramen of Winslow. Experi- 


mental research on dogs has shown that constriction of 
a loop of intestine by an elastic ring results in effusion © 
of bloody serum, both into the peritoneal cavity and in- 
testine and the quantity of the transudation is propor- 


tional to the length of intestine ee and the 
intensity of the constriction. 


The serosanguinolent fluid found in ‘my case is ac-— 
counted for in exactly the same way, the thrombosed — 


mesenteric veins acting like constrictors. 


The question arises in a case of dynamic chatstition 
following a contusion of the intestines, whether or not 
the obstruction is a pure paralysis from trauma or 


whether the paralysis is secondary to an invasion of 


_ microbes permitted to pass through the injured intestinal 


wall. 


This subject has been discussed pro and con by a num- 
ber of writers. To my mind, what may be true in one — 


case would not be so in another. We know that the fluid 


in the sac of a strangulated hernia may or may not be | 
sterile, and I am inclined to think that in cases of so- 


called dynamic obstruction the character of any result- 
ing peritonitis would depend on the condition of the 
bowel; in other words, whether or not it were viable; if 
non-yiable dangerous microbes would probably be pres- 
ent, otherwise not. 


Case 2.—Retroperitoneal hemorrhage following a contusion 


of the abdomen resulting in a hematoma which compressed 


the descending and transverse portions of the duodenum from — 


behind, so as to cause intestinal obstruction. J. K., aged 20 
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years, a rugged young man; weight 140 pounds; occupation 
farmer; was thrown from a buggy, the result of a runaway 
accident, striking the ground so as to receive contusions of 
the abdomen and head, and when picked up was unconscious 
for some minutes; on reaction, which occurred in a 
short time, he complained of headache and stomachache. 
The accident happened on the evening of Aug. 7, 1902. On 
August 8, 9, 10 and 11 he ate something, and on the 10th his 
bowels moved twice. His temperature during this period 
ranged from 99 F. to 100 F.; pulse 80. On the night of 
August 11, four days after the injury, he began vomiting, and 


- at this date his physician, Dr, 8, J. Miller of Greenwood, Neb., 


outlined a tumor mass in the right upper abdomen below the 
ends of the ninth and tenth ribs. The vomitus consisted of 
whatever was introduced into the stomach, and also of bile- 
stained mucus, which on several occasions was quite dark, 
evidently so from blood extravasation, and this dark 


vomitus was rather bad smelling. Constipation was absolute. 


-Dr. Kirkpatrick of Ashland, Neb., and myself saw the patient 
in consultation with his family physician at midnight, August 


15, eight days after the accident. I had been summoned for | 


the purpose of doing an abdominal section for obstruction of 


the bowels, but counseled delay for the following reasons: 


The pulse and temperature were both nearly normal, the latter 


varying only from one to two degrees above normal. The 


facial expression was good, the abdomen was soft, except over 
and in the immediate neighborhood of the tumor. I reasoned 
that the cause of the obstruction was traumatic and as yet 


-non-inflammatory, but the trauma might involve one of the 


several anatomical structures situated in this locality, which | 
one it was impossible to say. It was evident that the secondary 


result of the trauma was an obstruction in the upper part of 


the small intestine; delay would admit of resolution or the 


_ formation of a circumscribed abscess. 


It was advised that ice be applied to the abdomen and that | 


the man be fed by the rectum and we await developments. 
- Vomiting persisting at intervals from one to several hours — 
and the obstruction remaining absolute, the patient was put. 


on the train the evening of August 19 and brought to Omaha, 


@ distance of 40 miles. I operated the next morning at the 
_ Clarkson Hospital. On making a vertical incision over the 


most prominent part of the swelling it was discovered that a 
large retro-peritoneal: hematoma compressed the descending 


and transverse portions of the duodenum from behind in one 
_ part particularly, so that its walls were flattened one against 


the other. 

As a result of the hematoma the duodenum was crowded 
forward so that the lower peritoneal layer of the transverse 
mesocolon seemed like a mesentery of the duodenum itself. 


. 
‘ 
¢ 
& 4 
% 
4 
\ 
| 
$ 
4 
4 
| 
> 
| 
‘ 
‘ 
: 
¢ 
i 
4 
4 
‘ 
q 
| 
=. 
7. 
A 
+ 
| 
> } 
H 
re | 
4 
i 
2 
; 
x 
‘ 
4 
¥ 
a 
at 
4 
° 
1 
if 
4 
at 
4 
be 
2 
t 
al 


SUMMERS. | 213 


A vertical incision was made through this layer of peritoneum 
beneath the displaced and compressed duodenum and a sufii- 
cient quantity of the hardened clot removed to relieve the 
obstructing pressure. In passing my finger into this incision 
in an upward direction it came directly on the right renal 
artery. As it did not seem wise to attempt to remove all of 
the hematoma for fear of exciting fresh hemorrhage, a large 
rubber drainage tube was inserted in the incised lower layer 
of the transverse mesocolon beneath the duodenum and sutured 
in this position with several stitches of catgut. A gauze gutter- 
drain was placed beneath the tube and carried with it out at 
the lower angle of the — incision, which was closed 
after the usual manner. 


When the chief part of the blood clot was removed, the 
upper portion of collapsed small intestine below perceptibly 
distended. The after-history of this case presents nothing 
unusual; there was occasional vomiting; the bowels moved on 
the fourth day following operation in response to an enema. 


The drain was removed on the sixth day; the wound repaired 


without infection, the patient returning home Seprember 12. 
The duodenum has been ruptured by trauma to the ab- 


dominal walls; it has also been wounded from behind 


without involving the peritoneum, but the type of case 


of which mine is an example is probably somewhat rare. 
I prepared a paper for our last meeting which was 


published, in which was reported my personal experience 
in twenty-five cases of intra-abdominal injuries follow-— 


ing trauma of the abdomen of the penetrating and non- 


penetrating types. To these I can now add three addi- 


tional cases, including the two just narrated ; there have 


been nineteen operations, with nine deaths. Of the nine 


‘not operated on there were four deaths; of these one 


would almost surely have been saved if operated on 


early ; the three others would probably have died in spite 
of any efforts of rescue. 


Had circumstances, or a bnbher judgment on my part, 
resulted in earlier operations in all of my operated cases — 


probably there would have been a lower mortality. I 
get no consolation out of the fact that the same is true 


regarding the reports from other sources because we all 
ought to know that delay in operating causes death, not — 


Ree 


~ 


4 
4 
. lag 
4 
+ 
| 
5 
1 
4% 
+ 
ig 
5 
4 
+f 
j 
+e 
- 
‘ 
3 
| 
| 
i 
hy 
& 
; 
4 
‘ 
al 
| 
| 
é 
‘ 
H 
| 
| | 
] | 
| | 
| 
: 
4 


_ Of age, who was swinging on the rear end of an ice wagon, 
fell off, and a chunk of ice weighing from. fifteen to twenty 
‘pounds fell on him, rupturing the stomach, which extended 
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DISCU SSION. 
Dr. A. E. HAtsTeaD, Chicago—I am glad to have heard the 


paper of Dr. Summers, and the only criticism I would make, 


judging from my experience with traumatic surgery of the 


abdomen, is that I do not think we are justified in even waiting 


as long as the Doctor did. The use of morphin, after intra-— 
abdominal injuries, is distinctly contraindicated. A paresis of 
the intestine is always present, which is exaggerated when we 


_ give morphin. If there is any evidence of injury of the abdom- 
inal contents, I make an exploratory incision. ‘ 


The case of a boy came to my service not long ago, he having : 
been hit with a monkey-wrench on the left side of the abdomen. 
The abdomen rapidly filled with blood. On opening the ab- 


- domen the spleen was found completely ruptured. 


I could mention a great many cases I have seen in the last 


ten years, where trivial injury caused severe intra-abdominal 
_ lesion. My plan always is to make an exploratory incision to 
determine the exact nature of the injury. 


Dr. Lewis ScHOOLER, Des Moines, lowa—I only heard the 


latter part of the writer's paper, but in order to show the | 


extensive injuries that may sometimes occur. from blows on 
the abdomen, I will simply relate the case of a boy, six years 


transversely and around. I operated on him, and found that 


the vessels of the mesentery were torn off, producing consid- 


erable hemorrhage. The arteries were ligated, and the stomach 


was united by Czerny- -Lembert sutures. The injury occurred 
- about two o’clock in the afternoon, after the boy had partaken — 


of a hearty meal of green corn and beans, so that the abdominal | 


-eavity contained the entire contents of the stomach. This 
was washed out, but the boy died from septic peritonitis on 
the third day. No postmortem examination was allowed, so 


that we could not ascertain the condition of the stomach after 


death. The rupture extended from the attachment to the 


omentum clear up and across superior portion of the 
stomach. 


Dr. SUMMERS (closing the ee sate was in hopes, from 
the large experience which so many of the members must have 


had, that I could learn something about the duodenum and its 


injuries, also something about hematoma and dynamic obstruc- 
tion. I simply referred to my cases of trauma of the abdomen 
to bring out the mortality and to urge early operation in all 
cases. I have operated within an hour after the accident, 
but occasionally I have not been able to carry out my wishes 
in some cases, circumstances compelling me to delay operation, 
which we sometimes have to do, and occasionally my judgment 
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has 7 wrong where I have’ delayed, being doubtful of the 
diagnosis. 


With reference to the use of morphin, I wish to say that if 
I had a severe intra-abdominal injury, and was suffering, as I 
have seen patients suffer, if the physician would not give me 
relief, I should consider it, to put it mildly, rather cruel. I 
mentioned in my paper that I gave morphin to relieve pain, 
and not enough to do anything else. I believe in the first case 
I should have operated as soon as the man was brought in, but 
the case was puzzling to me. It was an interesting study; I 
had the man under control and could have operated on him any 
minute, yet I felt a little uncertain as to what to do. Only 
when I.saw evidence that there was something serious within 
the abdomen I operated. However, if we wait until something 
serious takes place before we ‘begin to operate we shall — 
many patients. — 

“In Hans’ clinic in Berlin, out of a large number of cases of — 
trauma of the abdomen, of twenty involving the intestines, 
all died that were operated on. Of twenty similar cases (Bos- — 
ton City Hospital Reports, 1901), there were eleven operated 
On with ten deaths. Nine not operated on died. The patient 
that recovered was operated on within five hours after the 
accident. 
In a report in the Boston M edical and Burgical Journal, it 
is stated that six cases were very recently operated on in this 
hospital (Boston City) early, with four recoveries. The sur- 
geons in Boston have learned to appreciate the fact that the 
sooner they open the abdomen in these cases the better are 


the results. The same thing should hold eae in St. Joseph, 


PROMPT OPERATION THE BEGINNING 
CASES APPENDICITIS. 


A. C. BERNAYS, MD. 
ST. LOUIS. 


_ The opinions of surgeons and physicians in regard to 
the treatment of appendicitis have been recorded and 
published in over 2000 communications to the 
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medical press of Europe and America. No doubt the 


| other continents have also contributed their share, and 


a complete bibliography would require years to compile ~ 
and would be an exhibition of the greatest industry on 
the part of our profession. It would show a singular 
variety of views and of conclusions. It would also dem- 
onstrate a marked change in views of the same observers, 


as well ag a slow but certain increase of voices in favor 


of the surgical treatment of the disease, as soon after the | 
attack as is possible. 


The reason why we have been slow to arrive at a final 
and universally accepted method of treating appendicitis 
is that the exact pathological condition in a given case 
can not be diagnosed. 


The existence of appendicitis can be proven in nearly 


all cases, and particularly is this true in the acute stage 


of attack., But having made the diagnosis of appendi- 


citis, we are unable to describe or to form a reliable opin- 
ion about the exact anatomical condition which we have 


in the abdomen, and we can not usually give a detailed, 
or even approximal picture of the pathological pro- 


cesses, which will. be found after the belly is opened. 


We have no method of diagnosis which will enable us 
to predict the exact nature of the involvement. 

1. We can not know the position of the appendix. 

2. We can not know the size of the appendix. _ 

8. We can not know the shape of the appendix. 

4. We can not know whether the proximal or distal 
end or whether the whole of the appendix is affected or 
not. 

5. We can nt _ whether there is a foreign body 


not. 


6. We can know whether 1s or 
. ’, We can not know the exact extent of the peritonitis. 


8. We can not know whether there 1 is a Li cae ef- 
fusion. 


9. We can not know the — or kind of eameettant 
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10. We can not know whether there is perforation or 
‘gangrene. 

All men who have operated on more than 100 cases 
will agree with the above statements; all who have op- 
erated on over 500 cases will agree that there are many 


more details than I have mentioned, which they can not 


know before opening a belly. Nearly all those who have 


operated on a few cases will not so readily admit their 


ignorance, and nearly all those who have never pperated 


on an acute case of appendicitis, but who have treated 
_@ large number without operation, who can not possibly 


know anything about the exact pathological condition 
that they are treating, will have more or less vague no- 


tions about the pathology of appendicitis, according to : 


each one’s own imagination and credulity. 


Scientific investigation has nothing to do with imag- _ 
ination and beliefs, and dreamers and speculators are 


barred from our discussions. Let us listen only to those 


who have made autopsies either on the dead or on the 


living. The experience of the others is valuable in a 
very limited sense. It is about like that of a blind man 


at a horse race; he either cashes or tears up his ticket 


after the race, just as the physician either writes a death 
certificate or celebrates a cure; but neither of the two 
has learned a lesson which can be of use to those who 
come after him, searching for knowledge and advice. 

Knowing that we can know little or nothing of the 
pathological process in the belly before it is opened, ex- 
cept that it started in the appendix, and knowing that 
we can not foretell what course an unknown process will 
Tun, what must we do? 


Before answering this question, I desire to make a few 


points closely in line with the above observations. In 


cases of appendicitis an exact diagnosis, if it could be 


made in regard to the pathological lesions present, would — 


include the prognosis and would indicate to us when to 
operate and when to proceed with expectant treatment. 


As I saad above, it is almost impossible in any case to 


— 


4 
= 
4 
q 
Be 
7 
& 
a 
€? 
r 
a 
® 
~ 
a 
he 
it 
4 
= 
4 
| 
> 
; 
a6 
A 
oe 
a 
4 
3 
& 
ca 
a 
| 
3 bed ¥ 
a 
: 
4 4 
j 
aay 
ats 
a 
| 
Be 
| 


218 APPENDICI'T IS. 


make an anatomical diagnosis, particularly to foretell 
the exact appearance of the appemdix, or to form a cor- 


rect idea of the existing form amd nature of the infec- 


tion. The classification of the Germans and of the 


French writers, for instance, Somnenberg into (a) sim- — 


ple, (6) perforated, (c) gangremous, is of no value to 
the practitioner of medicine Or surgery, because he is — 


expected to decide whether: to operate or not; and he 


must particularly decide whether or not the disease of 


the appendix, no matter in what form, will be limited 


to the appendix and its immediate neighborhood, or 
whether or not it will spread owt and reach the general 


_eavity. If he could decide that the disease will be local- 


ized or limited, an operation might not be needed at 


once; but he can not decide this point with reasonable — 
certainty. The assumption that the local and general 
symptoms will be mild in limited circumscribed cases is 
| true only im a restricted sense, because we do not know 


at what moment a rapid pulse, severe, alarming, general 
disturbances may set in, showimg us that an apparently 
simple appendicitis with no bad. symptoms may suddenly | 
become a violent, fulminating,, fatal attack. The se- 


_ verest symptoms are sometimes found in cases in which 
very insignificant local disturbances are found. Some- 


times a little localized pain om pressure is all that can 


be found. This symptom is all that is required to justify 
an operation. I would rather defer surgical interference — 


where there is dullness and a plain tumor, than in those 


_ cases in which there is no cireumascribed tumor, but prob- " 


ably a liquid exudate. The absence of a tumor is a 
more pressing indication for ecomneaiatsaies interference than 


its presence. 


Appendicitis is not a ‘typical if viewed 
a clinical standpoint. In at least one-half of the cases 


_ there is no dullness to indicate the existence of an ex- 


udate or tumor in the right iliac fossa. Again, I have 
seen a well-defined dullness isappear in a day, an oc- 


currence which means a decidedly dangerous change, 
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requiring immediate operation, because the deities up 
of the dullness was most probably due to entrance of air 
into the abscess. We see also that the presence or ab- 
sence of dullness and tumor are most misleading and un- 
reliable symptoms on which to base an exact diagnosis, 


or on which to rest either an ‘operation or canes plan 
of treatment. 


Whenever an operation for eppendicitie i is performed 
within twenty-four hours after the attack, it is succese- 
ful in about 98 per cent. of all cases thus treated. I ob- 
ject to having these operations called early operations. 
They, are always operations done at the correct and 
proper time. The term “early” is likely to produce op- 
position and objection in the mind of a timid, vacillat- 
ing surgeon; these gentlemen, who like to be called con-— 
servative, will often side with the internist in a consulta- 
. tion if there is talk of “early” instead of proper and 
“prompt” operation. I saw a boy die of appendicitis 
who would have been saved by operation; but the word 

“early” killed him. Words are more dangerous than 
knives at certain times. 


In regard to the statement that an amelioration of | 
itil justifies delay and may be regarded as a con- 
tra-indication to operation, I have this to say: I have > 
known that the nature and present stage of the progress- 
ing pathological process is unknown to us and can not 
be interpreted by the most experienced one of us, from 
an analysis of symptoms. I have seen quite a number 
of deaths follow after an amelioration of symptoms ~ 
seemed to indicate a favorable outcome of the attack. 
Having been refused the operation during an apparent 
amelioration, I have operated, five, six, seven and nine 
days later and had two deaths out of four cases. I said 
above that the division of appendicitis into three classes 
is of no practical value. This is true, because the three 
kinds of appendicitis can not be differentiated clinically, 
nor can the many complications of the three classes be 


recognized during life, except by abdominal section. An 
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amelioration of symptoms does not justify delay in op- 
erating because it may be only temporary, and the pa- 
tient may be lost on account of procrastination. 

I have not the time to touch on those as yet too numer- 
ous cases which are first seen by a surgeon from ten to 
thirty days after the beginning of the disease. Here we 
often have the clinical picture of septicemia. ~The at- 
tending physician has treated the case with opium, mor- 
-phin, ice bags or poultices and has lulled himself and - 
the friends of the patient into a hopeful mood of secur- 
ity. In such thoroughly mismanaged cases it is a fight 
between the human organism and the toxins, and in this 
class of cases the Ochsner treatment is probably the best 
method to be followed out, because there is a probability — 

of auto-immunization having taken place. Surgery can 
- do but little beyond draining abscesses in those cases 
until, later on, an interim operation for the removal of 
_ the remnants of the appendix is indicated, if the patient 
survives. It is these cases of septic peritonitis where the 
Ochsner method seems to me to find its only field of use- — 
fulness. I have used this method before and since Ochs- 
ner’s publication in cases of peritonitis in which there 
was intestinal obstruction, supplementing it with one or ~ 
more enterostomies through which intestinal drainage 
and lavage could be extensively carried on. (See ad- 
dress before the Iowa State Association of ‘Railway Sur- 


= at, Ottumwa, Iowa, 1897.) 


‘Sprengel, at the German Congress of held 


in Berlin in April, 1902, proposed a collective ei : 


_ gation of the appendicitis question and propounded the 
following three questions, to be answered all 
he could reach: 


1. How does the danger of the early operation com- 
pare with that of the interval ? | 


2. Has the €arly operation any special dangers com- | 
pared to the interval operation? — 


3. What are the results of early operation in compari- 
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son with the late operation, and how do the results com- 


pare in different stages of the disease? 
I would answer as follows: 
1. The mortality of the interval operation is very low, 
taking all cases together; I have had no death in over 


400 operations. It will not reach 1 per cent., whereas 


the mortality of operations during an acute attack will 
reach from 4 to 20 per cent., taking all cases together. 


The mortality will vary according to individual oper- — 


ators. My own mortality in the last 100 cases was three. 
My mortality in 566 cases done during the last fifteen 


years. reaches 51% per cent. I think it is lower now be-— 


cause I do not encourage radical operations in late cases 
in which there is a chance to save the patient by enter- 


ostomy and lavage in the presence of septic peritonitis 
of two or three weeks’ standing. _ 


2. Aside from the greater danger from anesthetics in 


acute cases, I would answer, no. The results of the very 
early operation, say in the first twenty-four to forty- 
eight hours, will probably be as low as those of the in- 
terval operations. I have had only fifty-six very early 


operations and had only one death, and that one a trom 


chloroform, among them. 

_ 8. Operations done during the first day or two are 
easier and more complete than later operations. The 
_ results of early operations are more satisfactory than late 


operations. The results are gratifying in the worst cases 


of peritonitis with free effusion, if done early enough. 


In conclusion, let me say that I think this question 


of appendicitis can be scientifically solved, when we have 
-advanced far enough to compare similar stages and sim- 
ilar pathological conditions with each other, and cease 


trying to solve this many-sided problem as an undivided 


whole. My answer to the question—What must we do?— 
is, Operate early in the attack! 
DISCUSSION. 


Dr. ALEXANDER Ferevson, Chicago—This question 
appendicitis and ‘its treatment, while very old, is ever new. 


DISCUSSION. 
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We are not yet collectively agreed as to the proper procedures” 
for the relief of this disease under all conditions, but we are 
agreed on certain-points. I support that part of the paper in 
which the author says we do not know the exact pathologic 
process that is going on within the abdomen. For some time 
past I have been removing the appendix while opening the 
_ abdomen for other pathologic conditions, when the condition of — 
the patient warranted a little more surgical procedure, and in 
about fifty of these appendices, with no history of appendi- — 
citis at all, I found two of what I might call normal appen- — 
dices. I am inelined to the opinion that a normal ‘appendix is. 
rare, 
As to the tepeteiens of neglected cases, I sineat differ from 
Dr. Bernays; I must also differ to some extent from Dr. 
Ochsner inasmuch as he does not go far enough. Dr. Crowell 
_ visited me for a week or ten days, during which time we were 
_ fortunate enough to have four neglected cases, in which there 
was pus in the general abdominal cavity. In some the pelvis 
was full of pus, and when we took out the intestines they. were 

red for several feet. We saved three by operation, using 

thorough washing and drainage, and leaving the wounds prac- 
tically open. I have operated recently on three cases with 
local anesthesia, simply to establish. drainage to the pus, and 
at the same time carry on the lavage of the stomach, etc. I 
can not see the advantages of doing an enterostomy. While 
you may wash out what is inside, it does not reach the pus 
which is pocketed here and there outside the intestines, and — 
which needs to be evacuated. The Ochsner treatment has its | 
place, but all patients should be given a chance, and those 
who can not stand general anesthesia can stand local punc-. 


ture and drainage, in addition to gastric lavage and rectal F py 


feeding. 

Dr. W. W. GRANT, Denver, Colo.—As the author of this 
paper has correctly said, we do not know the exact pathologic 
condition until we open the abdomen and see it. Years ago I 
made the statement in Denver that if every single case of ap- 

-pendicitis was operated on, not as soon as the diagnosis was 


made, because that is sometimes late, but within twenty-four — 


hours, no matter what the nature of the trouble, how mild or 
severe, the mortality would be so small that no one could 
object to early operation. Conceding that some of these cases 
would get well without operation, and some do, perhaps many, 
yet in the hands of a competent surgeon very rarely is one’s life 
sacrificed by the operation. A single attack means usually a 
future attack, if the patient survives it. He is never safe. I 
have known these people to live a life of martyrdom, in great 
fear of another attack of appendicitis. I do not see how we 
can escape the conviction, which I am happy to say is rapidly 
_growing, that there is but one scientific and enlightened treat-_ - 
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ment for this condition, and that is prompt operision, from one 
hour’s time to within twenty-four hours, at the latest thirty- 
six hours. After forty-eight hours, it is a question as to 
whether it is advisable to operate then or not. I mentioned a 
case in my report yesterday of this kind, where I thought a 
few days’ delay might improve the prospects of the patient, 
but the pathologic condition revealed at operation was out of 


all proportion to any of the clinical symptoms manifested. 


If there is one dangerous illusive condition, often manifested, 


it is the seeming improvement in acute cases of appendicitis. 


Some of the most disastrous results I have ever seen were in 


cases in which the attending physician, and even surgeon, 
would say this patient is improving; his temperature is about 
normal, and his pulse is nearly so; it is safe to wait. We have 
- waited in some of these cases in years past, then operated, 
_ and the patients have been buried because of the delay. Very 


few cases would die if a competent’ surgeon should operate — 
within twenty-four hours from the beginning of the attack. 


Because a certain per cent. recover without operation, though 
recovery may not be permanent, the physician acts in the 
hope that each case will prove a simple one. Here lies the 


_ great danger, for there are no distinct clinical symptoms and 
ool pathologic indications to guide us before perforation has oc- 


curred. After this event, though many recover as a direct re- 


sult of operation, yet it is undeniably true that the most | 


favorable opportunity has been lost by its delay. __ 
H. C. Kansas City, Mo.—The sooner the medi- 
cal profession is agreed that the treatment of appendicitis is 
‘purely: surgical rather thazi a disease to be treated medically 
the better. I take the position that there is no medical treat- 
ment that avails anything in appendicitis, and the treatment 
- usually adopted is the most fatal, most damaging, that can be 
used, asarule. The first thing some practitioners do is to give 


these patients a lot of salts, consequently the operations are 
‘delayed, or the patients are not operated on at all. I-take the 
position that, first, there is no medical treatment for this — 
disease; second, that 70 per cent. will recover without any — 
treatment; third, the only treatment is early operation. But 


the surgeon seldom sees these cases early. Shall we operate 


or delay operation? In those cases that show some improve- 


ment, the physician insists that they are better. This im- 


provement can be better understood by an examination of the — 


blood, by leucocytosis. If increasing, it would be a guide as 
to what to do. Having made the diagnosis, if the friends and 
attending physician do not favor early operation, we should 


adopt the Alonzo Clark treatment, splinting, quieting and 


affording relief with opium. There is nothing inconsistent, in 
my judgment, in that treatment after the diagnosis has been 
made and operation declined. It is practically on a line with 
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the Ochsner treatment, which checks peristalsis, and keeps 
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everything out of the intestines for that purpose. We can not 
estimate the character or degree of the pathologic condition 

at whatever time we see the case without opening the abdomen. | 
The best results must be admitted to come from early opera- 


tion. 


Dr. H. D. Nixss, Salt Lake City, Utah—At a meeting of this 
association, held in Denver, I took an unpopular position re- 


garding appendicitis, and while it is not quite as unpopular as 


it was, there are many who still oppose it. However, I feel 


justified in maintaining it. That position was this: I am 


trying to find out if there is a time when we should leave 
infection within the abdomen. There are a large number of 
very competent men who say there is a time to leave infection 
in the abdomen. They not only say there is a time, but they 


tell you how to define it. They say in two days, then you 


must wait, or in five days, or in twenty-four hours. Those 


who have observed the varying pathologic changes in appendi- 


citis know there is no time limit. Time limit you can blot 


out. Some will say when the temperature is so and so. Those 
who have opened the abdomen most frequently assure us that 
- with or without temperature they have found marked patho-— 


logic changes. Others will say that you can tell what the 
pathologic conditions are at a certain stage by the pulse and 
temperature. This is also a delusion, as is palpation. Gentle- 


‘men, those who are most competent to palpate the distended 
or rigid abdomen underneath which there is infection, if they 
- are honest, will tell you they can not tell the stage of infec- 


tion, nor the extent of pathologic process in a given case. 


i _ Whether we operate for an abscess or without it, if we can not 


tell, or if there is no way of knowing that such a thing exists, 


of what use is that advice or information? So far as I have 
been able to learn, and I have read everything I could which 
is likely to give information, there are no rules that will apply 
or are helpful. There is no reason that I can see for leaving a 


_known infection inside the abdomen, any more than one would 


in any other part of the body. Practitioners have said to me: 


= You would not operate on a dying case? That question is 


almost too absurd for reasonable men to answer. We woulg 
do it on a dying case of appendicitis just as soon and Ao 
sooner than we would amputate a leg or remové an>infé tion 
under similar conditions. | 

Another point: Some practitioner: visi use of the word 
moribund. It is often a question_2i ‘my mind whether a pa- 
tient is moribund or not. If they die they were moribund, if 
they live they are not. I have operated a good many times on 
patients who would have been pronounced moribund by some 
practitioners, and they are alive to-day. On the other hand, 


J have seen cases that were thought to have @ chance to live, 
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and they died. I think that word ought to be eliminated. I 
do not know that I can absolutely say there is no time when 
we should not remove infection from the abdomen. I simply 
do not know that time, and can not recognize it, but I would 
be glad to be informed by those who do know, and I think we 
all would be grateful to anyone who can give us a safe rulé 


to guide us, but such a rule to be useful or practical must be 


intelligible and capable of being actually applied. 


Dr. C. H. Mayo, Rochester, Minn.—Dr. Bernays has divided 
his paper into three stages. He spoke of early operation, and 
some of the points brought out by him in connection with it 


were good. We only advance in our surgical work as we teach 


the lay people. They must keep pace with the medical profes- 
sion, and they must be but little behind us. To-day the lay- 
man knows nearly as much about appendicitis as we do, and it 


- does not require much talk or explanation to get him to consent 


to the so-called early operation, which should be modified by 
stating that early operation is the proper time, because, as Dr. 
-Bernays has classified the various stages, when we look over 
that classification, we are all agreed as to early operation. We 
believe that our mortality is low from early operation, and 
that is one stage in which we are together, i. e., somewhere in 
the first thirty-six hours. Again, we are agreed as regards 
the interval type of cases. We all recommend an operation 
in the interval as being safe. There is a middle stage, some- 
where after the second day, say the next four days. There is 


where the rub comes and the difference of opinion. Some say — 


we should not operate at any time after the first forty-eight 
hours, or until they have gone into a later stage. We can 
divide those cases again into two classes—the intermediate 
_ stage. We know pus in the abdomen in this region; every 

day we carry the case along means to a certain extent the 
_ sterilization of the pus. Instead of being flocculent or thin, 
the pus becomes thicker and thicker, and as this process is 
going on the abscess becomes more and more sterile. The next 
class of cases of appendicitis come to us with a history of 
having had previous attacks, so there are a certain number of 


patients who, in this intermediate stage, can be operated on 
‘safely. 


Dr. Ochsner, by his treatment, endeavors to cure the severe 
cases through sterilization of the pus, washing out the stomach 
and quieting peristalsis. When we open the abdomen, we 
~ know that there is a difference between thick pus and thin, 
- floecculent matter, which is extremely septic. We can do almost 
anything with the thick pus. Even if it touches the clean 
abdominal contents, the patients get well. It is the thin pus 
that we are afraid of. 


ws 


SCHOOLER, Des Moines, Ia.—When the author of 
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the paper says, “I would rather defer surgical interference | 
where there is dullness and a plain tumor than to wait in 
those cases in which there is no circumscribed tumor, but 
probably a liquid exudate. The absence of a tumor is a more 
pressing indication for immediate interference than its pres- 

ence,” his observation and knowledge of the pathology in these 
cases is in exact accord with my own. Where a plain tumor is 
discoverable by sight or palpation, one of two things will occur: 
Either the tumor will disappear spontaneously, and within 
forty-eight hours; or the formation of an abscess may be ex- 
pected, with a complete walling-off from the remainder of the | 
abdominal viscera, which, from the nature of the difficulty, can 

be dealt with on the same principles as abscess in other ina 


tions. It is here that Nature accomplishes and demonstrates _ 


her conservatism. The cases with absence of a tumor, with 
fluid exudates free in the abdominal cavity, are the ones in 
which peritonitis either becomes general or involves large areas 
of the peritoneum. These are the cases in which perforation 
occurs very early, and it is not infrequently the occurrence 
that directs attention to the trouble. If perforation occurs at 
or near the base of the appendix, large quantities of bowel con- 
tents will escape into the abdominal cavity. I have observed . 
this condition in a few cases, but never in a case where a tumor 
was present. The inference is, therefore, obvious: Wait in 
cases of visible tumor; operate in its absence. 

Sioux City, Ia.—This subject clinically 
presents two phases, namely, that in which we have an infec- 
‘tion of the appendix, which we fear will either through gan- 
_grene of the appendix or rupture lead to infection of the peri- 
-toneum; therefore, that is the danger in a large per cent. of 
our cases. The danger of appendicitis is the development of a 
peritonitis, and in one of these two ways we have just men- 


tioned. We have observed a large per cent. of cases in which © 


we have inflammation of the appendix, which does not ter- 
- minate in infection of the peritoneum, so that we get either a 
localized or a general peritonitis, depending on one or two > 
factors, as to whether pus is poured. out slowly or rapidly. 


The deduction to be drawn from that is this: If we can operate a 


sometimes before we get a peri-appendicular infection, we do a 
prophylactic operation, and we save the patient the danger. 
That we may do sometimes within twenty-four or thirty-six 
hours. Sometimes six hours may be too late, and sometimes 
in 70 per cent. of the cases‘ five-or six days is not too late. We 


do not know which, but we do know that patients get well — 


without operation. That is the class of cases included in the 
late operation, and that is the procedure in such cases. Sup- 
pose we have a peri-appendicular infection, will any of the 
_ gentlemen tell me it is possible by going in and removing the 
appendix to remove from the peritoneal cavity the infective 
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material? That is impossible, because the bowel and adjacent 
peritoneum are infected with the bacillus coli communis, or 
whatever infecting agent may be there, and you can not remove 
it. A competent surgeon may remove the appendix from 
‘among a mass of adhesions which surrounds it, and do 80 with- 
out disseminating the infective material, thus converting a 
local infection into a general one, and the patient gets well. | 
But the surgeon does this carelessly sometimes. I believe it | 

is quite impossible for the best surgeon to drag out the 
- appendix from behind the colon out through the _ peritoneal 


cavity, and separate it from the bowel adhesions, and the like 


of that, without disseminating the process, which Nature has | 
-gueceeded in localizing. | 
Dr. Bernays (closing the discussion —I was a little sur- 
‘prised at the remarks made by Dr. Ferguson. He stated he 
could not see what good the Ochsner treatment or an enter- 
ostomy could do toward getting rid of the poison outside of the 
guts. Dr. Mayo has somewhat enlightened Dr. Ferguson, and 
I will try and finish it. We know, if we know anything, that 
every day adds to the sterility of the pus. We know that 
every day pus that is outside of the intestines becomes less — 
and less virulent; that the-temperature of the patient grad- 
- wally declines. In addition to that, we know that by purga- 
_ tion pus, which is outside of the intestine, will be eliminated 
through the walls of the intestine, and that is why the Ochsner 
treatment cures so many people in the late stages of appen- | 
_ dicitis. Dr. Ferguson will have to admit that if purgation does 

_ good, in cases where the adhesions are so dense that there is 

' intestinal obstruction, an enterostomy will do more good. aa 
Dr. Fereuson—tThat is just the very condition where you 
ean not purge. You can give such patients purgatives, you 
can give them croton oil, you can inject it through the rectum 
or any other way, but you can not move the bowels, as } they 
constitute a pathologic splint. ae 
_ Dr. Bernays—In those cases I make one or two or possibly 
three enterostomies; then I can purge them. | 
Dr. FeERGUSON—I do not think you can. 
Dr. Bernays—That is simply a difference of opinion. It is 

true, I have seen a good many of them die, in spite of enter-_ 
ostomy; I have seen a small number get well. I am convinced 


_ that by making enough enterostomies we can drain them, if 


they are in a pathologic splint, as Dr. Ferguson calls it, 
produced by adhesions and effusions. One rarely needs to make © 
but one or two holes, and he can purge them by Epsom salts. 
T agree with the remarks made by Dr. Crowell, who discussed. 
my paper. . 

As to the use of opium, I think a patient who is treated with 
opium has a much less chance than the one who is treated with 
ital salts on the first, second, third or fourth day, up ad 
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the thirtieth day. Epsom salts will save more lives than 
opium. That is my opinion. My judgment may be bad; you 
may be right and I may be wrong. Dr. Niles supported my 
views very thoroughly in saying that there are no set rules to 
govern us. So did Dr. Grant of Denver. | 

Dr. Jepson discussed drainage and agreed, so fer as I am 
able to: judge, with my own views. 


ABDOMINAL SURGERY. 


- 


J. N. WARREN, ‘MD. 


Professor of Gynecology and Chemical ee Sioux City Col- 
lege of Medicine. 


sIoux CITY, IOWA. 


Every surgeon who has had much experience in ab- 
dominal surgery soon arrived at a point where a num- 
ber of perplexing problems presented, surrounded with ~ 
so many contingencies or elements of doubt as to di- 
agnosis, treatment and prognosis, that he approached 
each succeeding complicated case with many misgivings. 
When the first group was worked out by himself, or by 
the aid and experience of other surgeons, he was 
astounded by another group presenting, or the failure 
conclusions thought to be firmly fixed. 
are constantly making advancement in unravel- 
- Ing knotty problems—however, some are not fully set- 
tled, or present new phases not before apparent. This 
is particularly true as to diagnosis, the operative pro- 
cedure and after-treatment that may be adopted i in each 
individual case. Again, why is it that in one patient, 
wherein the mooted question arises, you operate, gain- 
ing a satisfactory result, and the next one presenting 
apparently the same physical condition and patholog- 
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ical lesion, the like treatment gives a promptly disas- 


trous result? This can not always be ascribed to an 


error of judgment on the part of the surgeon; that the 


personal equation is a potent factor in discrimination 
between two apparently similar cases reviewed by equally 
competent surgeons none will deny, yet this fact can not 
account for the different results. We look to surgical 
literature for aid, and find that it often confuses an 


experienced surgeon. You may study the printed report 


of a number of operated cases of a given pathological 
lesion by a surgeon whose ability gives you confidence 
in his conclusion, yet when you adopt the same treatment 
in like cases you fail to get the favorable result reason- 
ably expected. Why the failure? Why does your neigh- 
bor get such favorable results when the experience of 
other surgeons teaches us to expect one much less favor- 
able? Has he fortunately had a number of consecutive 


cases endowed with greater power of resistance, or shal] — 
we place an interrogation point after his name? Again, 


is it reasonable to expect like results from diametrically 


different procedures? ‘The after-treatment of compli- 


cated cases of abdominal lesion subjected to operation 
is of great importance. Here again we come against 


another stumbling block. I am firmly convinced that 
as specialists we are prone to lose sight of a factor which 


may explain some of the differences above mentioned. 
What is the physical status of our surgical cases? What 
ailment is present in the case other than the local lesion ? 
Is the invalidism due to the local lesion or to some con- 
stitutional stigma? ‘The common routine examination 
of surgical cases comprises a cursory. one of the lungs, 
heart and kidneys. Is this sufficient? No; we should 


become familiar with all the functions of life, the func- ds 


tion of digestion, assimilation, excretion, with an in- 
vestigation of the nervous stability; all should be care- 
fully studied. A changed metabolism may place a dif- 
ferent phase on the case. If, instead of anabolism, we 


have poteboliam, it can be definitely concluded that the 
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powers of resistance would be much lessened. “Shoula 
we add the depressing influence of a formidable surgical 
operation to such a patient, what may we reasonably 

expect? Every case should be — free from pre- 


conceived ideas and prejudices. 


“Skill and prejudice are incompatible; ; one born of | 
genius—the other a proposition.” 
A careful analysis of all the symptoms with . history 
of the case will usually lead to a correct diagnosis. While 


many authorities disagree, do they do so honestly? We 


should take sufficient time to become thoroughly con-— 
versant with the physical status of our patient. Of 
course, emergency cases are necessarily excluded from — 


- this rule. Too hasty diagnostic conclusions and opera- 
tions will give a greater per cent. of failures in restoring — 


the patient to health, or possibly may cause death. : 
‘How many operated cases are not improved? — Why 


_ are they left invalids? Because the surgical lesion which 
may be properly and scientifically removed has not been. 


the cause of the invalidism. This leads me to the con- 


clusion that as surgeons we should more often call in 


consultation the thoroughly competent physician to as- 
certain the general physical condition of our surgical 


_ cases where there is reasonable room for doubt in the 


mind of the surgeon as to the entire cause of the patient’s 
invalidism. | 


Shall we make eaploribuey incisions in ate to make 


a diagnosis in abdominal] lesions? Because, by a care- 
_ ful, a septic technique, we can open the abdominal cay- 
ity with almost no danger, gives no license for indiscrim- 


inate opening of the abdomen for diagnostic purposes. 
The surgeon should be competent to make his diagnosis 
without this formidable proceeding. The only explora- 
tory incision that is justifiable is to ascertain the possi- 
bility of removing the diseased organ or such portion of 
it as seems necessary, or to perfect a diagnosis. as in 
perforations of the hollow viscera, as perforating gastric 
and duodenal ulcers, rupture of the gall bladder, intes- 
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tinal perforations of typhoid fever, fat necrosis, etc., in 
which there is great difficulty in locating exactly the seat 
of the lesion. If the case is eames it is no disgrace 
to close the abdominal incision. 

_ The question of drainage in infected cases, though 
apparently settled, is again coming forward, and, if 
adopted, what method shall be employed is in dispute. 


It, is no doubt true that in a great majority of cases 
closure without drainage is the proper procedure. In 
_ fact, we are directed by the masters to practically close 


alll cases depending on nature to take care of the infec- 

tion. After the publication of Dr. Clark’s article of the 
_ experience at Johns Hopkins Hospital, we rapidly 
_ adopted the rule to close without drainage. We.were 
directed as to postural drainage by elevating the foot of 

the bed. I find this plan in vogue by some operators. 

‘The study of the absorptive power of the peritoneum 
_ developed the fact that the nearer the approach to the 
_ diaphragm. the greater its absorptive power. Clark, on 


this account, advised the raising of the foot of the bed 
.to more rapidly rid the peritoneal cavity of the bacteria 


and ptomains. The tendency of septic inflammation 


is to rapidly spread. Now, let us determine what causes 
death in these septic cases. Is it the local focus of infec- - 


tion? .Is the presence of the bacterial elements within 


_ the abdominal cavity per se the cause of the death of 


your patient ? The pathology of septicemia causing 


death is not the local focts irrespective of the virulence | 


of the bacteria present, but the contamination of the 
- general circulation through the avenue of the lymphatic 
and blood vessels to such an extent as to cause death. 
_A priori, this plan is a vicious one in that it favors 
_ the rapid contamination of the blood current beyond the 
degree of tolerance. The deathly toxic elements are 
introduced beyond the power of destruction by the an- 


whelmed. Cases that recover with this treatment would 
‘surely recover without it. 


tagonistic elements of the blood. The system is over-— 
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The postural position advised by Fowler to promote 
lrainage is wholly reasonable, and has proved practic- 
ally of great benefit. By this method, which is the re- 
verse of Clark’s, we conserve the powers of resistance 
by lesse as much as possible the ingress of 


‘the toxic material into the general circulation. We 


know that circumscribed collections of pus within the 
abdomen produce septic intoxication slowly unless sub- 
jected to much pressure. If nature has time to form a 
wall of granulation tissue, further absorption is pre- 


vented. Hence, if drainage is indicated, it seems more ~ 


rational to adopt direct drainage with Fowler’s position 
ag an aid. In cases of threatened, or commencing peri- 


-tonitis, this plan with purgation promises the best re- 
gult. 


_ Deaver says: “Purgation is the sheet anchor in peri- 
tonitis.” Acute infective lesions within the abdominal 


cavity, from whatever cause, should be promptly op- ? 
erated on. 


Ata time when this rule was | Siicite well established 


among physicians as well as surgeons, especially in 
the treatment of appendicitis, a very unfortunate check 
was caused by a respected authority, Dr. Ochsner, by 


his so-called starvation treatment. Let us examine this 


plan of management. In giving the history. and present 


condition. of a case of ruptured appendicitis, he specifies - 
his plan of management. In his work, Clinical Surgery, 


page 106, he states: “There is, however, one class of — 
patients in which I have found this treatment of the — 


greatest value. I refer to the class in which the appen- 


dix is gangrenous or perforated and in which there is — 


already a beginning peritonitis. These patients give the 
impression of being profoundly ill. There is complete 


obstruction of the passage of gas or feces. There is 


nausea or vomiting and marked meteorism; the pulse 

is smal] and quick; usually there is high fever, but the 
temperature may be subnorthal ; respiration is rapid, su- 
and costal, and the ab dominal muscles overlying 
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the appendix are tense—conditions corresponding to 
these we have just observed. The patient is in the state 
in which I formerly operated at once, day or night; as 


a last resort, only to find that it was too late in more than — 
_ one-third of the cases, the mortality increasing with the 
_ time that had elapsed since the beginning of the attack. 


In this class of cases there is still a recovery of over 90 — 
per cent. if the principles laid down above be thoroughly 
applied. If peritonitis is absolutely inhibited, as it can 
be, the infection will still become cireumscribed, and 


| the pus can be evacuated with safety 


No more beautiful word picture of septic centtonttia 
can be given. What is the experience in a very large 
proportion of such cases? Death, and in spite of any 


plan of treatment. Yet we have the startling statement © 


that more than 90 per cent. recover by this plan of treat-— 
ment. It will be noted that the statement is made, that 
when he formerly operated these cases it was too late 
in more than one-third of the cases, the mortality in- 
creasing with the time that had elapsed since the com- 


mencement of the attack. This leaves no exceptional 


cases as to the time of commencement of the plan of | 
treatment. How can any one, knowing the pathology 
of septic peritonitis, accept this statement? Does gen- 


eral septic peritonitis become self-limiting? Does a 
gangrenous appendix ever return to a normal condition ? 


I think I am safe in saying that the experience is that 


90 per cent. of such cases will die under any known plan 


- Again, on page 114, a case of gangrenous appendicitis 
is recited in which an operation was done in twelve 
hours from the commencement of the attack. If the | 
plan of treatment, and the reasons given for the same, 
was correct in the first case, it was an error to operate 
in the second. The operative procedure added a chance 
against recovery. In other words, if the first was prop- 
erly treated, the second was not. If this plan of treat- 


ment is correct, we should adopt it in other cases of 
16 
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tality of over 70 per cent. Those not operated are fatal 
_ with a very few exceptions. A great many physicians 
claiming to carry out the Ochsner treatment are not 


ABDOMINAL SURGERY. 


ulcer, this plan of treatment should give a like favora- 


ble result. Cases of duodenal ulcer operated on after 


twelve hours from. the time of occurrence give a mor- 


familiar with the details, hence only disaster. Acute ap- 
pendiceal abscesses, with absorption of toxins, seldom 
respond to treatment. There is but one way of saving 
these patients, and that is by early operation before the 


~ peritonitis has become established or the a: of 
toxin in any great amount. 


_ My experience with the Ochsner —_— of management 
is limited to two cases: ee 


1—A boy aged 11, from appen- 


- dicitis. I saw this case thirty-six hours after the commence- 
- ment of the attack, which had been stormy with very great 


pain, circulation 130, temperature 103 2/3 F., respirations 28, 
great abdominal pain, marked meteorism, tense abdominal 
walls, pinched facial expression, frequent vomiting. .An im- 


mediate operation was advised, and very positively refused. 


The stomach was thoroughly washed out and nothing given 
by the stomach. Strych. nit. gr. 1/20 given hypodermatically, 


and ice applied to the abdomen. Patient quiet for about two 
hours when nausea reappeared and the lavage repeated. 


Patient given ten ounces of hot normal salt solution per "i 
rectum at 3 a. m.; six hours after second washing 


giving the patient medicines. Nothing was given by the 
stomach, and no recurrence of the vomiting till the third day, 
when it became re-established, and the patient died. 


Casrz 2.—Mrs. M., age 35. History shows that the patient 


had suffered two prior attacks a few months apart, but neither 
of them with such a violent onset. I saw this patient on the 
third day; patient presented the clinical picture of septic 
peritonitis; operation advised, but on account of my being 


unable to assure the friends that she would get well if operated 


on it was refused. The Ochsner plan was instituted, and the _ 


of stomach — 
patient again vomited, lavage repeated. The plan of treatment 
was fully explained to the parents, so that the object sought 
to be accomplished was fully understood as a reason for not 
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‘patient siiinseiete improved for forty-eight hours, when the 
vomiting recurred and death on the sixth day. 


Case 2 may not be classed as a fair trial, contineneing 
so late in the disease, but the first one was one that 


should have responded to the treatment if this plan can 


inhibit septic peritonitis. Hence, I can only conclude 


that this plan of treatment is no panacea in _ class 


of cases. 
It must not i forgotten that general peritoneal init 


tation usually present in the inception of these cases is 
not true peritonitis,'and usually subsides to a local, or 


“no peritonitis, or abscess formation. If septic peritonitis 
is established you have early splinting together of the 
intestines and entire abolition of peristalsis. 


There is much to be meena as to the points of diag- $ 


nosis and differential diagnosis in abdominal lesions 


_ above the umbilicus. This is especially true of lesions — 

- causing perforation of hollow viscera. Time will not per- 
mit their discussion. The post-operative complications — 
are numerous and afford a wide field for investigation. 


Stitch abscesses are the most common, and are particu- 


larly liable in subjects with fat abdominal walls. In the 


last few cases I have had with fat abdominal walls I 


adopted the plan retracting the skin and with 


sharp knife excising half an inch of the fat on each side 


of the incision, thus removing the portion that has been — 
subjected to traumatism during the intra-abdominal — 
work, Thus far this plan has been followed by primary 


union. Another post-operative lesion which has given 


me much anxiety and no little difficulty to understand 
is femoral phlebitis in clean cases with primary union ; 

in four cases the phlebitis commencing in the femoral 

vein on the opposite side from that of the operation — 


wound. Three of these in appendicectomies, one following 
herniotomy. In the latter the operation was on the left 
side. The superficial sutures were removed on the eighth 
day, union perfect, no infection. On the fourteenth day 
the patient developed phlebitis in the opposite femoral 
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vein. This ran the usual course, and at the time of 


cessation he had left femoral phlebitis. This.ran the 


usual course and at the time of termination, or the 
thirty-sixth day after the primary operation, patient 


commenced to have pain in the lower abdomen, which 


extended up to the umbilical line. The pain became in- 
tense, necessitating the administration of frequently re- 


peated doses of morphia for several days. There was 


constitutional disturbance with occasional vomiting for 
a number of days. There was marked emaciation. The 
patient finally recovered. All of these cases were in 
healthy young subj ects. I am aware that phlebitis must — 
be septic, but how can we explain the selection of the — 
opposite femoral vein as the point of inoculation? I 


am of the opinion that these cases can not well be ex- 
_ plained by the infection being by continuity or a phle- 


bitis of the small anastomotic veins over the abdominal 


wall. 


HYPERPLASIA OF THE UTERUS. 


C. G. GEIGER, M.D. 
JOSEPH, MO. 


The frequent occurrence of enlargement of the uterus 
has been a great stimulus to the study of its under- 
lying pathological conditions. In view of the causative — 
influences, predisposing and direct, it is not'a matter of 


surprise that this is an affection of great frequence. 


Probably more than 65 per cent. of all women presenting 
themselves for local treatment show evidence of it in 
some degree. The importance, then, of this disease can 
not be overestimated. 
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_In hyperplasia of the mucous membrane of the cervix, 
which is usually called chronic endometritis or uterine 
catarrh, there is a very decided congestion and hyperse- 
cretion of the glands of the cervix. As the disease ad- 
vances the mucous membrane becomes thickened by pro- 


liferation of the areolar tissue and by distention of the _ 


blood vessels, so that it becomes too large for the sur- 


face it covers; this throws it into the fine rugosities or 


wrinkles which give the surface a granular or a papillous 


appearance. These projecting points were supposed by : 
the older pathologists to be an enlargement of the 


papille of the mucous membrane, but it is now known 


that they are new formations due to areolar hyper- 
| plasia. | 


It is difficult to believe that the process 


could lead to the development of new anatomical struc-_ 


tures of a normal character, but there is strong evidence 


to show that this occurs in the mucous membrane of the 


cervix uteri. Sometimes the irregularity of surface due 
to hyperplasia is very marked, eT in cases where 


; there 1 is laceration of the cervix. __ 
This condition has been called 


tion”—a good enough name, if it is remembered that it 


is produced by the throwing up of a membrane into folds 


or projections by an enlargement and thickening due to 


= hyperplasia, and, in fact, it is not a degeneration. 
The hyperemia sometimes extends to the middle coat 


of the cervix, and then for a time the tissues are soft- 


ened and edematous. With this condition there is usu- 
ally free leucorrhea and menorrhagia, especially when 
the body of the uterus is affected. Occasionally, though 
rarely, the menstrual function is suspended or dimin- 


ished. In some cases of long standing, especially when — 


there is laceration of the cervix, the areolar hyperplasia 
extends to all the tissues of the cervix, and later involv- 
ing the entire uterus, and after some time gives rise to 
sclerosis. 

We all have observed that the most frequent causes s of 


$ 
‘i 
; 
| 
Lak 
é 
a 
4 
of 
4: 
wit 
i 
f 
Me's > 
: 
» 
4 
% 
é 
“ae 
¥ 
7 
4 
i! 
a 
x 
2 
3 
ey 
3 
ae 
Svan 
‘ 
iP 
«4 
‘ 
. * 
ye 
| 
| 
| 
a 
| 
7 
; 
f 
4 


238 HYPERPLASIA OF THE UTERUS. 


hpsiarenniti are puerperal mubitiivelation of the uterus, 


which may be caused by too early getting up after child- 
birth, small or large laceration of the cervix, and uterine 
infection. These are the chief underlying conditions or 
factors in the production of the so-called chronic me- 
tritis, or, more correctly speaking, increased vascularity, 
and the beginning of hyperplasia. Anything which in- 
terferes with normal involution predisposes to this con- 
dition.. The prominent feature of subinvolution is 
_ peremia. The condition is a chronic one, and may have — 
an indefinite continuance. But its protraction for a long — 
_ period of time is followed sooner or later by certain 
changes i in the tissues of the parenchyma. | 
At the beginning, hypertrophy of the muscular ite. 
ture is found equal to that of the connective tissue. The 
‘microscopic section I present for your inspection will 
show a great preponderance of the connective tissues. 
As a result of the persistent habitual hyperemia, the 
tissue takes on this increased growth or proliferation. . 
‘The same proliferation may follow in the muscular struc- 
ture, but it is always limited, and usually absent. The 
_ muscular structure is therefore relatively diminished, 
and it may be absolutely displaced by the connective 


tissue supplanting it. 


_ At first, then, the uterus is enlarged, heavy, flabby, : 
soft, and hyperemic. Later on, there is a preponderance 
of the connective tissue, the result of proliferation, the 
organ is found dense and indurated, at the same time it 
becomes less vascular. Diminished vascularity is brought 
about by the growth of the intermediate areolar tissue, 
especially surrounding the blood vessels, compressing 
them and thus cutting off the blood supply. This, the 
second stage of the — is & fully developed nyper- 
‘plasia. 

Still later on a turther sili becomes manifiet: the 
result of the former. Advancing proliferation and hy- 
perplasia of the connective tissue render the paren- 
_chyma of the uterus more and more dense and indurated, 
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Jess and less vasuithie, until — & condition i is found 
as above described. | 


‘The macroscopic appearance 

section is white or reddish-white, deficient in blood ves- 

sels, its firmness being so increased by contraction and 

condensation that it creaks under the knife, simulating 

the hardness of cartilage. The uterus now grows smaller | 
and undergoes. atrophy. This is the stage of sclerosis. 


plasia : : 1, hyperemia; 2, numerical hypertrophy; 3, 
sclerosis. The second is the result of the first, and the 
third is a practical continuance of the second. _ 


From a pathological point of view, the old term, 
“chronic metritis,” has been deemed incorrect, inasmuch 


as it implies an acute stage of an inflammation which 


 Yarely exists, and a study of the morbid anatomy has 


failed to demonstrate the evidences of a chronic in- 
- flammation. But, as has been stated, the term is very — 

convenient from a clinical standpoint, because we pos- 
sess none better, to embrace a variety of conditions pre- 
senting the same clinical features on examination. Ja- — 
cobi presents an elaborate and strong argument in favor 
of the old view, and states that hyperplasia, whether 


a ehronic or acute affection from the start, is an inflam- 


matory disease. 
The error of such a view is now ssiiiaiad when we con- 
| sider the great rarity of acute parenchymatous metritis 
as shown by all autopsic examinations and the clinical 
fact that most cases of so-called chronic metritis have — 
never manifested any acute symptoms. 


To investigation, chiefly microscopic, in eer are 


we indebted for a correct saintidiaiaiies of the morbid 
process of this disease. 


It is impossible to at the bedside 
when the state of subinvolution commences to merge 
into that of hyperplasia, as it is of slow and insidious de- 


yelopment. The two affections from clinical appearance — 


- We then may recognize three distinct stages of hyper- _ 
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resemble each other and, apart — the history, ae | 
entiation is obscure. 

Just ag the hyperemia of subinvolution proves so po- 
tent a factor in this disease, so may continued hyper- 
emia of the uterus from any cause lead to hyperplasia. 
To a very great extent hyperplasia is limited to the par- 
ous uterus. The normally firm, resisting walls of the 
nulliparous organ afford a strong resistance to expan- 
sion, whether by vascular fulness or cellular prolifera- 
tion. Still it is not to be forgotten that this disease may 
and does occur in the nulliparous organ; for we do have 
about the same condition taking place in menstruation 
asina gravid uterus. 


Chronic hyperemia and hyperplasia may involve any 
portion of the uterus, neck or body, or certain portions 
thereof. For manifest reasons the neck of the uterus is | 
the favorite focus of disease. The extreme liability of 
this portion of the organ to injury by contusion and 
laceration in parturition; to friction in coitus or by 


_ displacement, its tendency favoring gravitation of blood 


within its structures; the relatively increased frequency 
of cervical otitis over the kindred affection of the 
-body—these may be mentioned as among the more im- 
reasons. 
_. Involution from some of these « causes may be incom- 
stil in the neck, while perfected in the body. As hy- 
_ perplasia may be localized to the cervix, corpus. uteri, 
or be general, its exact seat is revealed by vaginal and > 


_gectal touch, specular, bimanual, and sound explorations. 


: If the cervix is involved, it is generally the anterior — 
lip which is affected ; if the body, it is the posterior wall 
which is more frequently involved, stimulating fibroid 
infiltration. To the more frequent implantation of the 
- placenta on the hinder walls and consequent increased 
isks of delayed involution, and to the fact that retro- 
version is one of the most common forms of displace- 
ment after parturition, bac be attributed this —— 
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There are no symptoms in hyperplasia pathognomonic 
of it, none that belong exclusively to it, none but what 
are found in other chronic pelvic (especially uterine) 
‘diseases. Many of the symptoms are dependent largely 
on the degree of hyperemia, with the increased bulk 
and weight of the uterus. Others result from certain 
complications, such as chronic endometritis, almost con- 
stantly present. 

The most common local symptoms, which in a great 
proportion of cases date back to a confinement, are sen- 
_ gations of heaviness while standing, and especially run- 
ning the sewing machine, and at the approach of men- 
struation. The performance of this last named func- 
tion necessarily augments the local blood supply, in- 
creases the uterine weight and consequently - tension 
on the uterine ligaments. : 

Urination and defecation may now be made frequent 
and painful by direct pressure of bladder or rectum on 


- the uterus, or by a sympathetic irritation. Vesical ir- 


ritability in some patients is one of the most annoying 
of all symptoms. Coccygodynia, usually a neurosis, is 
- another example of reflex uterine irritation. Leucorrhea 
is, as a rule, present on account of existing endometritis. 
The menstrual function in time will be disturbed, chang- 
ing the duration, quantity, or quality, according to the 
stage of the disease, the degree of hyperemia, and the 
portion of the organ which is especially involved. 

At the beginning of the disease, whether from subinvo- 
lution or otherwise, as a rule, menstruation is profuse, 
prolonged, or too frequent. The uterus gradually be- 
comes harder and denser as the diseased condition pro- 
duces growth of the connective tissue. A dull, aching 
pain through the uterus.and a congestive dysmenorrhea 
is often experienced, commencing a few days prior to the - 
menstrual flow and increasing until it is well established, 
-but it is usually relieved by the depletion caused by the 
flow. ‘The menstrual flow will be less free until it is 
scant, or may after years become very irregular and 
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“cease alisinether; thus causing ‘an early “change of 
life.” 

rence of a serious amount of displacement. They are like- 
wise more prdénounced when the body of the uterus in- — 

stead of its neck is the seat of the diseasé. The reproduc- 
tive functions are affected in were: -Subinvo- 
lution and beginning hyperplasia appear rather to favor 
pregnancy, though abortions are more apt to follow. — 

Advanced stages of hyperplasia and sclerosis are at- 
_ tended with sterility.. Pregnancy completed, parturi- 

tion normal, a prolonged careful attention during the 
 lying-in state will doubtless do much to improve the 
previously existing morbid condition of the uterus. — 
The treatment of the various conditions of enlarge- 

ment is so dependent on their causation that each in- . 

dividual case demands a separate investigation. The 
ideal way of approaching this subject lies in the direc- 
tion of prevention, which in a great many cases the at- 
tending physician is able to do. But as gynecologists 
we meet disease already developed and we have to de- 
vise methods which, if not curative, are, to say the 
least, palliative. — 
QOur first attention to is to see that the 
bowéle are kept freely opened and the digestive organs 
are in as good a condition as possible. Give, if necessary, 
a tonic to stimulate the appetite, and in every way doing 
what we can to improve the condition of her general 


health. If retroversion exists in some 


cases does much good. 

I believe it advisable in all cases that the vaniiies be 
placed in a recumbent position, at least for a while, 
and ascertain if possible the exciting cause of the dis- 
ease. We must have the patient abstain entirely from 
sexual excitement. It is my experience that all cases 
of this nature do better in a hospital or sanitarium 

| where absolute quietude can be had. | 
Mts is essential in iscsi all cases to make a curettage, 
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for in this disease we generally have endometritis of 
& granular nature. 
By curettement we not only remove the diseased en- 
dometrium, but also assist in depleting the entire organ, 
_ which is very essential in this disease. To make the 
bloodletting more complete I have found it necessary to 
make several incisions or punctures over the cervix. It 
may be necessary to make two or three curettements be- 
fore the patient is relieved. In order to make a curettage ee 
- in the correct way we must first dilate the cervix 


_ 0 that we have proper drainage. Should a laceration 


exist, large or small, it is our duty to repair it as soon 


as possible, for we all know that a very slight lacera- 


tion will in itself cause enough irritation to produce this 
disease, or to continue it when it already exists. Should 


there be no laceration, but a granular endometritis, and __ 


_ we can not make a curettement, I have found nothing 
_ better than the application of a 95 per cent. carbolic acid 
- to the entire diseased mucous membrane, always being © 
very cautious not to let any of the acid come in contact 
- with the mucous membrane of the vagina. Should this — 
occur, however, we should at once apply alcohol, which © 
will neutralize the phenol. In making this application _ 
_ use a strip of gauze one inch wide and two feet long, © 
saturate it with carbolic acid, squeeze the surplus out and 
then pack the uterine cavity, leaving it in place for 48 
hours. This is also necessary after curettement if we 
are treating an infected uterus. 


- Repeat this four or five times and at the same time 
tampon the vagina with wool or cotton saturated with 
a solution of boroglyceride. This will give the very 
best results in the majority of cases. I do not beliéve 
the steam and hot water treatment will ever be used with | 
any success in general practice, or that it will be very 
popular in hospital work. 

Iodin and the caustics in my hands have not been of 
much service; in fact, in my opinion, the caustics do 
more harm than good. In neurotic patients nothing is 
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ees HYPERPLASIA OF THE UTERUS. 
better than a change of climate and scenery. In some 
cases a simple change in the surroundings do much good. 
To sum up the treatment, we should rest the patient, 
remove the cause, deplete the diseased organ, and, if 
possible, improve her general health. 
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better than a change of climate and scenery. In some 

a simple change in the surroundings do much good. 

To sum up the treatment, we should rest’ the patient, 
remove the cause, deplete the diseased organ, and, if 

possible, improve her general health, 
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